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Tue Sreconp Book. 


THe contents of the Second Book (of all editions subsequent to that 
of 1540) are of less interest to English obstetricians, for they are 
simply a translation, rather free perhaps, of Rhodion’s book De Partu 
Hominis. I shall first enumerate the subjects dealt with in this 
Book, taking again the edition of 1560 as the standard Raynalde one, 
and I shall then compare the matter as it appears in the various 
editions, and consider the character of the translations with which 
Jonas and Raynalde have furnished us. 

The first chapter of the Second Book of the 1560 edition (and of 
all the others, except that of 1540) corresponds to the second chapter 
of the work of Rhodion (which is not divided into “ Books,” but 
simply into twelve chapters). 

Chapter I. begins with a short paragraph summarizing the 
contents of the First Book, and then proceeds to deal with “ the tyme 
of byrth, and which is called naturall or unnaturall.” The pre- 
monitory signs of labour are named: “first certaine dolours and 
paines begin to growe about the guttes, the Navyll, and in the raynes 
of the backe, and lykewyse about the thyghes, and the other places 
beynge neare to the privie partes, which lykewise then beginneth to 
swell and to burne, and to expell humours, so that it geveth a plaine 
and evident token that the labour is nere.” Then comes a definition, 
which at least does not err by entering too much into detail: 
“Naturall byrth is when the chylde is borne both in due season and 
also in due fashion.” The due season is “ most commonly after the 
ninth moneth, or about fortie wekes after the conception ;” and then 
follows that oft-repeated and widely-believed statement about the 
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poor chances of survival which an eighth month child has as 
compared with one born at the seventh month (when “the chylde 
proveth very well”). The writer is somewhat in error when he 
describes the “‘ due fashion”: “ first the heade commeth forwarde, 
then foloweth the necke and shoulders, the armes with the handes 
lying close to the body towardes the face and forepart of the chylde, 
beyng towardes the face and forepart of the mother, as it appeareth 
in the first of the byrth figures.” This definition makes, therefore, 
a face-to-pubes case the natural one, which is, of course, an error. 
The author (Rhodion) is on safer ground when he states that “ yf the 
byrth be naturall, the delyveraunce is easy without longe tarying or 
lokynge for it.” The “byrth not natural is, when the mother is 
delyvered before her tyme, or out of due season, or after anye other 
fashion then is here spoken of before: As when both the legges 
proceade fyrst, or one alone, with both the handes up, or both down, 
other els the one up and the other downe, and dyvers otherwyse, as 
shalbe hereafter more clerely declared.” The “other els” as stated 
in the next chapter is “sidelonge (the which is most perellous) or 
arselonge, or backlonge, other elles (havinge two at a byrth) both 
proceade with their feet fyrste,” etc. 

Chapter II. deals with “easy and uneasy, difficult, or dolourous 
deliveraunce, and the causes of it: with the signes howe to knowe 
and foresee the same.” “ Verye manye,” says the writer, “bee the 
perylles, daungers and thronges, which chaunce to women in theyr 
labour, which also ensue and come in dyvers wayes, and for dyvers 
causes, such as I shall here declare.” Among the causes of delay in 
labour several are enumerated which are nowadays little accounted 
of or not considered at all, while others are omitted which are of 
importance. Few, for instance, will agree with the statement that 
the “byrth of the man is generally easier then the byrth of the 
female.” Some of the causes are curiously set forth, such as if the 
mother be “too spare or leane, or that she never had chylde before, 
or that she be over timorious and fearefull, dyvers, waywarde, or 
such one that wyll not be ruled, removyng her selfe from one place 
to another.” The old belief in the birth of the child by its own 
efforts appears in such statements as: “yf the childe be so faynt, 
weake and tender, that it cannot tourne it selfe or doth it very 
slowly ;” “also if the child be dead in the mothers belly, it is a very 
perellous thing, for so much as it cannot be easely turned, neither 
can it welde or helpe it self to come forth, or if the chylde be sicke 
or weakned so that it cannot for feblenes helpe it self.” Then, 
various signs are enumerated to help the midwife to tell in what 
cases the unborn infant is weak or sick, such as if the pregnant 
woman has been “sore lasked,”! if she have had “dayly and 
unwontly her flowres,”’ if “strayght after one moneth upon the 
1. Lasked, purged. 
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conceptyon her brestes yelde any milke.” Causes of delay due to 
teratological states were not unknown to the writer for he says that 
there will be difficulty if that with which the woman laboureth “ be 
a monster, as for example, yf it hath but one bodye and two heades, 
as appereth in the XVII. of the birth figures such as of late was sene 
in the dominion of Werdenbergh.”! Faults in the “secondine or 
latter birth” (membranes), such as firmness or slenderness are also 
named, and the delay due to loss of the humidities from early 
rupture is referred to. “ And farther if the woman have used to eate 
commonly suche meate or fruytes, which do exiccate or drye, and 
constrayne or bynde, as Medlars, Chestenuts, and al sowre fruites, 
as Crabbes, Chokeperes Quinces and suche other, with over muche 
use of Vergeus,? and such lyke sowre sauces, with Rise, Mill,* and 
many other thynges, all thys shall greatly hynder the byrth.” 
“ Also,” the writer continues, “ the use of colde bathes after the fyrst 
moneth folowing the conception, or to bathe in such water where 
Alome is, Iron, or Salt, or anye suche thynges whiche do coarcte and 
constrayne, or yf he have bene often tymes heavye and mourninge, 
or ill at ease, or yf she have bene kepte over hungry and thursty, or 
have used over much watche and walkinge, eyther yf she used a lyttle 
before her labour things of great odour, smel, or savour, for suche 
thynges (in manye mens opinions) attract and drawe upward the 
Mother or Matrix; the which is great hinderaunce to the byrth.” 

The chapter closes with an enumeration of the tokens of an easy 
labour. “ Nowe sygnes and tokens of an expedite and easie delyver- 
aunce, be suche as be contrarye to all those that have ben rehearsed 
before. As for example, when the woman hath bene wonte in tymes 
passed, easely to be delyvered, and that in her labour she feele but 
little thronge or dolour, or though she have great paynes, yet they 
remayne not still in the upper partes, but descend alwaies downe- 
wardes to the nether partes or bottome of the belly. And to be short, 
in all paynefull and troublesome labours these signes betoken and 
signifie good spede and lucke in the labour: unquietnes, much 
styringe of the chylde in the Mothers bellye, all the thronges and 
paynes tomblynge in the forepart of the bottome of the belly, the 
woman stronge and mightie of nature, such as can wel and strongly - 
helpe her self to the deliveraunce of the byrth. And agayne, evyl 
signes be those, when she sweteth colde sweate, and that her pulces 
beate and labour over sore, and that she her self in the labouring 
faint and sowne, these bee unluckie and mortall signes.” 


1. Werdenbergh, a town in Switzerland on the Rhine, in the Canton of St. Gall. 
The monstrosity referred to appears as fig. x. near the end of this article. 

2. Choke-pear, any “rough, harsh, and unpalatable variety of the pear, used for 
perry,” a sort of crab-pear. 

8. Vergeus, or verjuice, a liquor expressed from crab-apple, sour grapes, etc. 

4. Mill, millet. 
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The third chapter of this Book is, in some respects, the most 
important and the most interesting of the whole work, for it deals 
with “howe a woman with childe shal use her selfe, and what 
remedies be for them that have harde labour.” If there should be 
any disease, swelling, or apostumation (abscess) about the uterus, 
vulva, or bladder (such as stone or strangury), then “in these cases 
it behoveth such thynges to be loked unto and cured before the 
time of laboure commeth, by the advise of some expert Surgion.” 
Her diet! before labour will be different from that during labour. 
If there be constipation, she must use “suche thinges, the whiche 
may lenifie, mollifie, dissolve, and lose the belly : as apples fried with 
suger taken fastynge in the mornynge, and after that a draught 
of pure wyne alone, or elles tempred with the juyce of swete and 
very rype apples. Also to eate figges in the mornynge fasting, and 
at nyght, looseth well the bellye. If these profite not, Cassia fistula 
taken iii. or iv. drams one halfe hour before diner, shal loose the 
belly without parel.” The woman also must refrain from taking 
constipating things (“hard egges,” etc.), and it may be necessary 
for her to get a clyster,” but it must be very gentle and easye.” 
An easy and temperate purgation (as by mercury) may be needed, 
“or elles a suppositar tempered with sope, larde, or the yolke of 
egges.” If she be faint or sickly just before her labour “ then must 
ye comfort her with good comfortable meate, drinke, holsome and 
noble electuaries.” Various ointments and baths are to be used 
before labour: “ Annointmentes wherewith ye may sople the privie 
place, be these. Hennes grese, Duckes grese, Goose grese, also oyle 
Olife, Linsede oyl, or oyl of Fenegreke, or the viscosite of holyoke.” 
She is to bathe in water in which have been seethed “ Malowes, 
Holyoke, Camomel, Mercury, Maidenhaire, Lyneseede, Fenegreke 
seede, and such other thynges which have vertue to mollifie and 
sople.” If she be not able to take such baths, she must sponge 
herself with the water and apply ointments locally. Sweet fumes 
also are useful: “it shalbe also very profitable for her, to suffume 
the nether places with muske, Ambre, Gallia, Muscata, which put 
on embres, yelde a goody savoure, by the whiche the neather places 
open theymselfe, and drawe downwarde.” She must also “ exercyse 
the bodye in doing some thinge, styring, moving, goynge, or stand- 
inge, more then otherwise she was wont to doe.” 

Hints are given as to what must be done when labour pains come 
on. “To withstand, defend, and to put away so neare as mai be 
the instant and present dolours. And as touchinge this poynt, it 
shalbe verye profytable for her, for the space of an houre to syt 
styll, then (rysynge agayne) to goe up and downe a payre of stayres, 
crying or reaching so loude as she can, so to styre her selfe.”’ 

Here follows the oft-quoted passage about the “ womans stoole ” 


1. Diet here means course of living and not simply the food or drink taken. 
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or “obstetric chair” which is represented in the Birth Figures. 
“Nowe when the woman perceaveth the Matrix or Mother to ware 
laxe or loose, and to be dissolved, and that the humours yssue foorth 
in great plentie, then shall it be mete for her to sit downe leaninge 
backwarde in maner upright. For the which purpose in some 
regions (as in Fraunce and Germany) the Midwyfes have stoles for 
the nonce, whiche beynge but lowe, and not hye from the grounde, 
be made so compasse wyse and cave or holowe in the middes, that 
that mai be receaved from underneth which is looked for, and the 
backe of the stole leaning backeward, receaveth the back of the 
woman, the fashion of the which stole, is set in the beginning of 
the birth figures hereafter. And when the tyme of laboure is come, 
in the same stoole ought to be put many clothes or cloutes in the 
back of it, the which the Midwife may remove from one syde to 
another accordinge as necessitie shall require. The Midwyfe her 
selfe shall syt before the labourynge woman, and shall diligentlye 
observe and wayte, howe much, and after what meanes the chylde 
styreth it selfe, also shall with her handes fyrste annoynted with the 
oyle of Almondes, or the oyle of whyte Lyllies, rule and dyrecte 
every thynge as shall seme beste. Also the mydwife muste enstructe 
and comfort the partie, not only refreshing her with good meate and 
drink, but also with swete woordes, gevynge her good hope of a 
spedefull delyveraunce, encouraginge and enstomakinge her to 
pacyence and tolleraunce, byddynge her to holdein her breath so much 
as she may, also strekinge gentilly with her handes her bellye above 
the Navell, for that helpeth to depresse the birth downewarde.” 

If the patient, however, be fat, the writer recommends that she 
“lye grovelynge,” and if necessity require it “let not the midwife 
bee afrayde ne ashamed to handle the places, and to relax and loose 
the straites (for so muche as shal lye in her), for that shal helpe wel 
to the more expedite and quicke labour.” She is warned, however, 
against interfering too soon “ before the byrth come forwarde,” and 
she ought not to allow the patient to expend her strength before the 
proper time. When the bag of membranes appears, “ then maye ye 
knowe that the labour is at hand.” If the bag do not burst of its 
own accord,” it shalbe the Mydwyfes part and office, with the nayles 
easely and gentellye to breake and rent it, or yf that may not 
conveniently be done, then rayse up betwene your fyngers a peece of 
it, and cut it with a payre of shieres, or a sharpe knyfe, but so that 
ye hurt not the byrth with the cut.” If the membranes have 
ruptured or been ruptured too early a dry labour results requiring 
the application of “oyle of whyte Lyllyes or some of the greses 
spoken of before” to the parts; “but chiefely in these difficulties 
should profite the whyte of an egge together with the yolke powred 
into that same place: which shoulde cause it to be most slyppery and 
slydynge, and supplye the roome of the naturall humidities spent 
before.” 
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The birth of a child with a large head or of twins is to be assisted 
by the midwife, who is to “ helpe all that she maye, with her hande 
fyrst annoynted with some oyle openying and enlargyng the waye 
that the issue maye be the freer.” 

So far the writer has been dealing with the “natural byrth when 
that first proceadeth the head,’ as is represented in the first of 
the Birth Figures. He now describes in turn the various ways in 
which the infant or infants may present and in what manner the 
midwife is to treat them. In the second of the Birth Figures a child 
is represented coming feet first (the attitude of the foetus is wrongly 
represented, as it is indeed in most of the figures), and in such 
circumstances the midwife is apparently directed to perform cephalic 
version! Here, at any rate, are the directions: “Sometime it 
chaunced the child to come the legges and both armes and handes 
downwarde, close to the sydes fyrst foorth, as appeareth in the 
seconde of the byrth figures. In this case the Mydwyfe must do all 
her payne with tender handlynge and annoyntyng to receave foorth 
the chylde, the legges beynge styll close together and the handes 
lykewyse remaynynge as appeareth in the seconde figure. Howbeit, 
it were farre better (yf it may be done by anye possible wayes or 
meanes) that the Mydwyfe shouldbe tourne these legges commyng 
fyrst foorth, upwardes agayne by the bellywarde, so that the head 
myght descende downewarde by the backe part of the wombe: for 
then naturally agayne and without peryl might it proceade and come 
forth as the fyrste.” 

In the third of the Birth Figures the fetus is represented as 
coming by the feet with the arms displaced upward alongside of 
the head. ‘This is the perylloust maner of byrth;” and the direction 
is that the midwife must do what she may “to turne the byrth (yf 
it may be possible) to the first figure,” but no directions are given 
as to the way in which this is to be done. If she cannot do this, she 
is directed to convert it into the second figure by bringing down the 
hands; and “if this also wyll not bee, then receave the feete as they 
come foorth, and bynde them with some fayre linnen cloth, and so 
tenderly and very softly lose out the byrth tyll al be come foorth, 
and this is very jeoperdous labour.” When one foot only presents 
(Birth Figure 4) version by the postural method (“the labouring 
woman’s head to be the lower part of her body ”) is to be followed; 
but if it do not succeed, the midwife is to bring down the other foot. 
The fifth Birth Figure represents, rather crudely, a transverse 
presentation ; the sole direction for its management is: “then must 
the Mydwyfe do so, that it may be returned to his naturall fashion, 
and so to come foorth.” The sixth and seventh cases call for no 
special comment. The eighth Birth Figure shows descent of one 
of the arms alongside of the head; under these circumstances the 
midwife is told to thrust the birth in again, and if this fail she is 
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to try postural treatment; the same procedure is to be adopted in the 
ninth mode of presentation when both hands come down. The 
directions for the management of a breech case (Birth Figure X.) 
are surprising : “ Then must the Mydwife with her handes returne it 
agayne, untyll such tyme that the birth be turned, the legges and 
feete forwarde.” A shoulder presentation is shown in Birth Figure 
XII. (described erroneously in the text as XI.), and the direction 
is “then must ye fayre and softly thrust it back agayne by the 
shulders, tyll suche tyme as the heade come forwarde.” Twin cases 
are shown in the Birth Figures XIV., XV., and XVI.; in the first 
are two heads, in the second two breeches, and the third is a head 
and a breech presentation. In the description appended to the last- 
named mode of labour there is the suggestion that the possibility of 
head-locking was not unknown to the writer. 

On the whole, it must be admitted that the management of labour 
as set forth in this chapter falls far behind modern practice, not to 
say theory. The notions regarding the attitude of the foetus in utero 
were erroneous, the distinctions between the various presentations 
were incomplete (e.g., face cases are not figured or named), and the 
management not infrequently consisted in interfering in the cases 
which we should now leave alone and in using ointments and posture 
under circumstances in which more radical methods would now be 
adopted. One cannot help wondering also how the midwives carried 
out the instructions given to them; certainly they were not burdened 
with details. 

The fourth chapter (wrongly described as the fifth in this edition 
of 1560) deals with “ the remedies and medicines by the which the 
labour may be made more tollerable, easy, and without great payne.” 
The posture of the patient, the temperature of the lying-in room, 
the provocation of sneezing (“‘and that eyther with the powder of 
Eleborus or els of pepper”) and the use of ointments are all 
referred to. Of the oils, ointments, perfumes, washes, drinks, pills, 
and plasters mentioned in this chapter, we need mention two only. 
Here is a perfume: “Take yelowe brymstone, Myrre, Mader, 
Galbanum, Oppoponacum, of eche lyke much, and tempre all those 
together, makynge of them pylles, and with those also ye maye make 
fume, to be receaved underneath.” The chapter closes with the 
prescription of “a plaster to provoke the birth.” Here it is: “ Take 
wylde Gowarde,? and seeth it in water, in the same water temper 
Myrre, the juyce of Rue, and Barlye meale so much as shalbe 
sufficient, stampe these thynges together, and make it plasterwyse, 
then laye it to the womans bellye betwene the Navyll and the 
nether parte. This plaster shall helpe marveylously.” 

Chapter V. is concerned with “howe the secondine or seconde 


1. Eleborus, Hellebore, White Hellebore (Veratrum album) was used as a 
sternutatory. 


2. Gowarde, Wild Gourd, Colocynth. 


a 


262 Journal of Obstetrics and Gynecology 


byrth shalbe forced to issue foorth, if it come not freely of his owne 
kynde.” Various causes of the non-expulsion of the placenta and 
membranes are enumerated, such as lack of strength from prolonged 
labour, “entanglement” of the secondines within the uterus, and 
swelling of the parts. The dangers of placental retention are also 
named, and include “ suffocation and chokinge of the Matrix” and 
putrefaction of the after-birth. “The seconde birth retayned and 
kept within will soone putrifie and rot: whereof wyll ensue yll 
noysom and pestiferous vapoures ascendinge to the heart, the braynes 
and the midriffe, through the which meanes the woman shalbe short 
wynded, faynte harted, often soundinge and lyinge without any 
maner of movynge or styrringe in the pulces: yea, and many tymes 
is playnely suffocated, strangled and dead of it.” The remedies 
proposed for non-expulsion of the placenta were founded to some 
extent upon the causal conditions so far as these were understood. 
If weakness from long labour were the cause, then must the 
“labourer ” be “ recomforted and strengthed with good comfortable 
meates and drinkes, which maye enhart her, as broath made of the 
yolcke of egges, or with good olde wine, and good fat and tidie fleshe, 
or Byrdes, Hennes fleshe, Capons, Partrige, Pigins and such like.” 
If the cause were contraction of the passages then oils and ointments 
are recommended to “ make the waye slypper, sople, and easy for it to 
proceade.” Perfumes, also, and vapours are said to be efficacious. 
“ But if the retencion of the secondine come by reason that it is 
entangled or fastened in some place of the Matrix, so that it wyll 
not resolve ne loose; then make a fume underneath of Brimstone, 
Ivie leaves, and Cresses, or elles of Cresses and fygges.” There are some 
curious prescriptions, of which the following is an instance: “ Also 
of all odoriferous and sweete smellinge thinges, as Ambre, Muske, 
Frankencense, Gallia Muscata, and confection, neare the which 
savoures and perfumes put on the embers muste be so closely receaved 
underneth, that no part of the smell do ascende to the nose of the 
woman. For to the nose shoulde the savoure of nothynge come, 
but onely of suche thinges, the which stinke or have abhominable 
smell, as Asafet¢da, Castorium, mans hayre or womens hayre burnt, 
Pecockes fethers burnt.” “Item let her be provoked to sneese with 
the powder of Eleborus or Pepper put in the nose, holdinge her 
mouth and nose so close as maye be.” 

The following directions for the removal of the after-birth are 
interesting: “And yf it bee so that any parte of the secondine do 
appeare, let the Mydwife receave it tenderly, losynge it out fayre 
and softly, least it breake, and if ye doubt that it wil breake, then 
let the Midwife tye that parte of the whiche she hath handfast to 
the womans legge or fote, not very strayght, least it breake, nether 
very lax, least it slip in agayne, and then cause her to sneese. Nowe 
yf the secondine tarye or stycke, so that it come not quickly 
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forewarde, then loose it a lyttle and a lyttle very tenderly, wrethinge 
it from one syde to another, tyll such time as it begotten out, but 
ever beware of violent and hasty movynge of it, leaste that with the 
seconde byrth ye remove the Matrix also.” The danger of inversion 
of the uterus is doubtless alluded to in this last passage. The 
chapter closes with directions for a fumigation and a plaster, and 
with the following somewhat despairing instruction: “ If for al this 
the secondine come not forewarde, then leave it, and use no more 
medicines ne remedyes to that purpose, but let it alone, for within 
fewe days it wyll putrifie and corrupt, and dissolve into a watery 
substaunce, thick like bryne, or other fex myxed with water, and so 
yssue foorth. Howbeit in the meane whyle it wyll put the woman 
to great paine in the head, in the heart, and in the stomacke, as we 
touched before.” 

The sixth chapter is a long one, dealing with such important 
matters as “ howe many thinges chaunce to the women after theyr 
laboure, and how to avoyde, defende, or to remdye the same.” 
Among the “ many thinges” are “ the fever or ague, or swelling, or 
inflation of the bodye, other tumblynge in the belly, or elles 
commotion or settelinge out of order of the Mother or Matrix,” and 
the cause of these is sometimes “ lacke of due and sufficient purgation 
and clensynge of the flowres after the byrth, or els contrarywyse 
over muche flowinge of the same, whiche sore doth weaken the 
woman, also the great labour and styrrynge of the Matrix in the 
byrth.” 

The “ ague ” we may shrewdly suspect was septic poisoning, “ for 
that commeth of like cause by retention of the flowres.” The 
patient is then to “drinke water in the whiche is decocte Barley 
beaten, or Cicer! and Barley together, or water in whiche be sodden 
Tamarindi, or whaye of mylke, and let her eate Cullis? made 
of a Cocke, and sweete Pomegarnates, for these thynges do provoke 
the flowres,” etc. Various remedies, resembling those already 
referred to, are to be given in such conditions as swelling of the body, 
“‘frettinge and knawynge of the guttes,” “paine in the privie partes,” 
“outragious flux of flowres,” “coming forth of the fundament gut,” 
and the like. It is unnecessary to describe in detail the curious 
plans adopted and mixtures administered in these cases, one instance 
must serve for all: “To stynte and restrayne the outragious fluxe 
of flowres, it shalbe verye good to binde the armes strayght and 
strongly, and not the feete or handes, as some unwyse men doe 
teache, and then to set a ventose boxe, or cupping glasse with fyre 
(which is called borying) under the brestes without anye scarifica- 
tion.” Here is one of the plasters: “ Take of the bloud stone called 
Emathites, Bole armeniacke of eche halfe an ounce, Sanguis draconis, 
Licium, of eche twoo drammes, Karabe, otherwye named Ambre, the 

1. Cicer, a chick-pea. 

2. Cullis, a strong broth, a beef-tea. 
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cuppes of Acornes, Cipres tree nuttes, flowres of Pomegranade, of 
eche one dram, of the scales of Iron one dram and a halfe, Turpintine 
and Pitch lyke quantitie, or so much as shalbe sufficient to make a 
softe and somewhat liquid plaster.” 


The next chapter (the seventh) deals with “aborcementes or 
untymelye byrthes, and the causes of it, and by what remedies it 
may be defended, holpen and eased.” Many curious causes are 
enumerated, among which is “a disease called Z'enasmus, the which 
is when hath ever greate desyre and luste to the stool, and yet can 
do nothynge.” Other causes are coughing, bleeding at the nose, “to 
be let bloud,” strong purgation, hunger, cold, heat, etc. “ Therefore 
ought women with chylde to eschewe much bathyng or going to the 
hotte houses in theyr teming ” (teeming). “‘ Item, the intemperancie 
and mutation of the ayre and weather may be cause of aborcement,” 
and after this statement there follows an interesting paragraph on 
meteorology in its relation to health, as it was then understood. 
“ Dancing and leaping ” are also named as possible causes, and so are 
“ sodayne anger, feare, dread, sorowe, or some sodaine and unloked 
for joy.” 

To the modern reader the signs of abortions enumerated by the 
writer of the Byrth of Mankynde will appear most astonishing and 
unconvincing; among them he will find “a great ache in the inner 
part of the eies toward the braynes,” redness of the face, “ ventositie 
or wynde runnynge from one syde of the bodye to the other.” At 
the same time there is a reference, but a very brief one, to the really 
important sign of “ greate paynes and dolours of the Matrix.” The 
means of diagnosis given are hardly such as to justify the author’s 
confident assertion “thus have I sufficiently declared evident sygnes, 
whereby may be provyded and foreseene the aborcement before it 
come.” The methods of treatment are those which we now have 
come to look for from our author,—baths, fumigations, . plasters, 
ointments, odours, and such like; but he gives the midwife one good 
piece of advice: “‘ Howbeit, in all thys matter, let not to make some 
expert Phisition of youre counsaile, yf ye may have suche one: for 
because that manye such thinges come, and not all by one way or 
meane.” 

The eighth chapter (wrongly named the ninth in the edition of 
1560) is concerned with “ dead byrthes, and by what sygnes or tokens 
it maye be knowen, and by what meanes it may also be expelled.” 
The signs are twelve in number; but they are not very convincing, 
as may be gathered when it is noted that the twelfth sign is if the 
mother’s “ handes put into very warme water, and then layde on the 
belly, and the childe steare not.” There is evidence of sound know- 
ledge, however, in the statement that “ of all these sygnes nowe, the 
more that come togeather of theym at one tyme and in one person, 
the surer maye ye be that the byrth is dead.” 
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The prognosis, grave or favourable, in cases of dead-birth labours 
is set forth: ‘ Whether the Mother shalbe in parell or no, by these 
thinges shall ye knowe. If the woman beynge in the laboure 
sowne or feare as though she were in a transe: yf her remembraunce 
fayle her, and she were feble and scante able to moue or styre 
herselfe, yf she (called with a loud voyce) canne aunswere nothinge 
at all, or elles verye lyttle, and that verye softely, as though her 
voyce began to fayle her: if she be invaded or taken among in the 
labouring with convulsion or shrinkelynge together: if she refuse or 
cannot brooke meat: yf her pulces beate very faste, the which signes 
when ye se in the woman labouringe, it is an evident token that she 
shal not lyve longe after her delyveraunce, wherefore commit the 
cure of her to the handes of almyghtie God.” 


The treatment consists in getting ride of the “dead burthen” 
either by “ medicines expulsyve “or else by certain instruments 
made “ for the nonce.” Here, again, we find described a long list 
of fumigations, containing such things as the hoof or dung of an 
ass, the skin of an adder, “ hawkes’ dung” or “ oxe gall,” of suppositories 
or pessaries, of drinks (“ yf the woman drynke the mylke of another 
woman, it will styre and expell the byrthe ”), and of plasters. “ But 
yf all these medicines profyt not, then must be used more severe and 
harde remedyes, with instrumentes: as hokes, tounges, and suche 
other thinges made for the nonce.” From the wording of the 
directions it is evidently intended that the midwife herself shall fix 
the hooks into the eyes, or mouth, or shoulders, or ribs of the dead 
foetus and make traction, other women keeping the patient down. 
Arms and legs are to be cut off, if need be, and the head is to be 
opened with a sharp penknife if it be much swollen. Both the head 
and trunk may have to be broken up into pieces with “such 
instrumentes as the Chirurgions have readye and necessarye for 
suche purposes.” 

The last paragraph of this chapter must be quoted entire: 
“But contrary to all this, yf it chaunce that the woman in her 
labour dye, and the chylde having lyfe in it: then shal it be 
meete to kepe open the womans mouth, and also the nether places; 
so that the chylde may by that meanes both receave and also expell 
ayre and breath, which otherwyse myght be stopped, to the destruction 
of the chylde. And then to turne her on the lefte syde, and there to 
cut her open, and so to take out the chylde. They that be borne after 
this fashion are called Cesares, for because they be cutte out of 
theyr mothers belly: whereupon also the noble Romayne Cesar the 
fyrste toke his name.” Assuredly the directions given here for a 
post mortem Cesarean section are not too explicit! 

Chapter IX. (by error called Chapter X. in the Raynalde editions) 
has no representative in the 1540 edition or in Résslin’s De Partu 
Hominis, and we must, therefore, ascribe it to Raynalde. It contains 
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a list of medicines, ointments, and plasters (“suche as hath ben wel 
experimented and practysed ”), to be used to quicken delivery and to 
expel the afterbirth. The reader is, by this time, able to foretell 
pretty accurately what kind of drugs will be in these medicines, 
and I need only refer to certain “ trochiskes ” upon which the writer 
evidently places much reliance. “Item, of Saffron dried by the 
fyre tyl it be blackyshe, of Cassia lignea, fine Reubarbe, Savine 
dryed, Myrrhe, of eche of these seven scruples, of pure muske, xvi. 
graynes, every of these simples exquisitely by them selves powdred, 
and then perfectlye myxed in one, with vi. or vii. droppes of 
Malvesey, temper the hole mase into lyttle roundels or trochiskes, 
eche waying a dram. And in tyme of neede at the womans labour, 
geve her hardly the wayght of vi.d. of these trochiskes beaten into 
fine powder, with foure sponefulles of Isope water, and other foure of 
good wine secke.” The chapter closes with a paragraph (to which I 
have referred in my previous article as the “Bucklersbery para- 
graph ”) telling where the “trochiskes” are to be obtained. 

Such are the contents of the Second Book as they appear in 
the 1560 edition. There are slight verbal differences in some of the 
other editions, and these specially affect the “Bucklersbery paragraph.” 
More distinct variations separate the 1540 or Jonas edition from that 
of 1560 and from the rest. The whole of the ninth chapter (erroneously 
called the tenth) is absent from the 1540 edition; there is a difference 
in the wording of the commendation of the “ plaster to provoke the 
birth,” Jonas being less certain about its efficacy than Raynalde, and 
throughout the whole Book Jonas is-more in the habit of introducing 
such phrases as “ Avicenna saith” or “ Hippocrates writeth ” than 
Raynalde (e.g., in Chapter VIII.). The differences are simply due 
to the fact that Jonas translated Résslin’s book literally, whereas 
Raynalde gave a more free rendering and supplemented the work 
here and there, For this reason, also, it comes about that the Second 
Book of the Raynalde editions is part of the First Book of the Jonas 
edition, for it really represents Chapters II. to IX. of Résslin’s 
De Partu Hominis. Jonas’s First Book corresponds to Chapters I. to 
XI. of Résslin. 


Tue “ Fyaures.” 


The “ Byrthe Fygures” including the “ Womans Stoole ” belong 
to the Second Book of the 1560 and of the other Raynalde editions. 
They are all taken from Résslin’s De Partu Hominis, but they are 
not placed in the same order. Further, there is one in Résslin’s book 
which does not appear in the 1560 edition (or, so far as I know, in 
any of the Raynalde editions) ; this has been reproduced in Fig. V. 
It will be noted that in some respects it more nearly represents the 
true attitude of the foetus in utero than any of the others. I have 
reproduced five of the Résslin figures (including the “ Stoole ”) which 
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Fie. V.—Title page of Rhodion’s De Partu Hominis (edition 
of 1538) showing supposed attitude of the foetus in utero; this 
figure is not reproduced in the Byrth of Mankynde. 


Fic. VI.—The “ Woman’s Stoole,” taken from Rhodion’s De 
Partu Hominis (edition of 1538), where it appears on folio 18. 
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Fig. VII. 


Fic. VII.—Figure showing Fetus in Utero from Rhodion’s 
De Partu Hominis (edition of 1538), where it appears on folio 20. 
Fic. VIII.—Figure showing Fetus in Utero from Rhodion’s 
De Partu Hominis (edition of 1538), where it appears on folio 27. 


Fie. IX.—Figure of Twins in Utero from Rhodion’s De 
Partu Hominis (edition of 1538), where it appears on folio 29. 

Fre. X.—Figure of Double Monster in Utero from Rhodion’s 

De Partu Hominis (edition of 1538), where it appears on folio 11. 
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have their representatives in the Raynalde editions (Figs. VI—X.), 
so that the reader may compare them with the same pictures as they 
appear in the English translation (see my previous article, Plates 
VIII., IX., X., and XI.). I have already (loc. cit.) referred to the 
great interest which the “ Byrth Figures ” of the Byrth of Mankynde 
have excited as being the earliest, or almost the earliest, specimens of 
English copper plates. 


THE THIRD Boox. 


The Third Book of the 1560 edition of the Byrth of Mankynde 
consists of three chapters, the third being a very long one. It is 
devoted to the care of the new-born infant, and to its “ dyverse 
diseases and infyrmities”: the first chapter speaks of the umbilical 
cord and its management, the second of the nurse and her milk, and 
the third of the maladies of infants and the remedies required for 
them. “Then after that the Infant is once come to lyght, by and 
by the Navyll muste be cut three fyngers breadth from the belly, 
and so knit up, and let be strued on the head of that that remayneth, of 
the powder of Bole armeniacke, and Sanguis draconis, Sarcocolla, 
Myrrhe, and Cummin, of eche lyke muche beaten to pouder, then 
upon that bynd a peece of woll, dypped in oyle Olive, that the 
powder fall not of. Some use fyrst to knyt the Navyl, and after 
to cut it so much, as is before rehearsed.” The writer mentions the 
belief that the length of the stump of the cord will determine 
the length of the “ chyldes tonge,” if it be a man child. He also 
refers to Avicenna’s statement that the wrinkles on the cord betoken 
the number of future pregnancies the patient is to have and the 
intervals of time (long or short) between them; “ but these sayinges 
be nether in the Gospell of the day, ne of the night.” 

The child’s body is to be rubbed with oil of acorns. “ After this 
annoyntyng, washe the Infante with warme water, and with your 
fynger (the nayle beyng pared) open the chyldes nosethrilles, and 
purge them of the fylthinesse.” After the fall of the cord (“whiche 
commonlye chaunceth after the thyrde or fourth daye ”) the cicatrix 
is to be dusted with “ashes of a Calfes hove burnte, or of Snayle 
shelles, or of the powder of lead, called red lead, tempered with 
wyne.” The proper swaddling of the child is then described, so that 
its limbs may grow straight (“as it is in yonge and tender impes, 
plantes, and twygges”’); the eyes should be frequently washed, and 
it should sleep in its cradle in such a place that neither the beames 
of the Sunne by day, neither of the Moone by nyght come on the 
Infant.” It is to be washed two or three times a day; and, after 
that, to put a drop or two of water into its nostrils is “ very good 
for the eye syght.” 

“Tt shalbe beste that the mother give her chylde sucke her selfe, 
for the mothers mylke is more convenient and agreable to the infant, 
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then any other womans, and more doth it nouryshe it, for because 
that in the mothers belly it was wont to the same, and fed with it, 
and therefore also it doth more desyrouslye covet the same, as that 
with the which it is best acquainted.” Apparently the nursings are 
not to be frequent: “ As Avicenna writeth it shalbe sufficient to give 
sucke twyse or thryse in a daye.” If the mother be unable to suckle 
her child, then a “ holsome Nourse” is to be sought out, five or six 
essential qualities are enumerated which she must possess, and a 
method of testing the milk upon the thumb nail is described. There 
is a long list of remedies which are said to increase the quantity of 
the milk. Two instances must serve: “ Item, to eate shepes brestes, 
and the mylke of them is good;” “Item, take two drams of Crystall 
beaten into fyne powder, and devyde that in foure equal partes: one 
of these partes geve unto the Nourse, the space of foure dayes to 
drynke, with broth made eyther of Cicer,! or elles of peason.” ? 
The child is not to be put to the mother’s breast for a day or two 
after birth “ because that the creme (as they cal it) straight after the 
byrth, the first day in al women doeth thicken and congile.” This, 
it need hardly be said, is not the rule of procedure at the present 
time. Weaning should take place at the end of a year, and it is not 
to be carried out suddenly but gradually; the infant is to be given 
“lyttle pylles of bread and sugar to eate” until it be able to “eate 
all maner of meate.” 

The third:chapter of this Book is taken up, as has been said, with 
the diseases of infants and their treatment. It is of interest rather 
to the pediatric physician than to the obstetrician; but I may 
enumerate some of the subjects dealt with: “loosenesse of the bellye, 
cough and distillation,’ short winde, wheales on the tounge, apostuma- 
tion and runninge of the eares, bolnynge‘ of the eyes, often sneesinge, 
whelkes in the body, swelling of the coddles,> unslepinesse, yexinge or 
the hyckate,® terrible dreames, wormes in the belly, the fallynge 
syckenes, the palsey, and gogle eyes’ or loking squint.” It is 
unnecessary to quote the means recommended for the treatment of 
these various maladies, but the following prescription for the falling 
sickness (epilepsy) may be given by way of sample: “ Item, to hange 
Viscum quersinum,® which is gathered in Marche the moone 
decreasynge, about the Chyldes necke, is very good.” 

The Third Book as it appears in the 1560 edition differs little 
from what it is in the other Raynalde issues, earlier or later. I have 
. Cicer, chick-pea. 

. Peason, pease. 
. Distillation, a catarrh or defluxion of rheum. 


. Bolnynge, swelling or a tumour. 
. Coddes, testicles. 


. Hyckate or yexing, the hiccup. 
. Gogle eyes, staring eyes or squint eyes. 
, Viscum quercinum, mistletoe of the oak. 
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found a few verbal differences between it and the 1552 edition 
(e.g., in the paragraph on “ Unsleppynesse ”), and in the 1654 edition 
there is a new chapter (placed quite at the end of the work) ampli- 
fying what has been said about the nursing of children and “ how 
to choose a good nurse.” The 1540 edition differs more markedly : 
the chapter on “ unsleepiness” is shorter, that on swelling of the 
coddes is not the same; there are two additional short paragraphs 
(the one “against the mother” and the other of short breath, 
hoarseness, or whistling in the throat), and there is an additional 
sentence on infantile constipation. 

The Third Book of the Raynalde editions corresponds to Chapters 
X. and XI. of the First Book and to the whole of the Second Book 
of the 1540 or Jonas edition. It forms, also, the tenth, eleventh, 
and twelfth chapters of De Partu Hominis, from p. 61 to the end 
(in the edition of 1538). 


Tue Fourtru Boor. 


The Fourth Book of the 1560 as well as of the other Raynalde 
editions consists of six chapters; these are not found in Résslin’s 
De Partu Hominis, but five of them are present in the 1540 or Jonas 
edition of the Byrth of Mankynde, so that only one (the sixth) 
chapter is peculiar to the Raynalde editions. The Fourth Book 
of the 1545 and of all later editions corresponds to the Third Book 
of the 1540 or first impression. 

An idea of the subjects dealt with in the Fourth Book can best 
be obtained from the short summary contained in the first chapter. 
I quote (in this instance) from the 1552 edition: ‘“ Here in this 
fourth Boke (by ye leave of God) shal brefely be declared soch thinges 
which may farther or hinder the conception of man, whych as it may 
be by dyvers meanes letted and hyndered, so also by many other 
wayes it may be farthered and amended. Also to knowe by certayne 
sygnes and tokens whether the woman be conceaved or no, and 
whether the conception be male or female, and finally certayne 
remedies and medicines to farther and help conception: and there 
after we wyll (accordynge to our promyse in the prologue) set forth 
certayne bellyfying receptes, and so make an ende of this hole 
treatyse.” 

The second chapter gives the author’s views as to the necessary 
conditions for the growing of corn between which and human 
generation he draws a parallel “Ther be in al maner of generation 
thre principal partes concurrent to the same: ye sower, the sede 
sowen, and the receptacle or place receaving and contayninge the 
seede.” The third chapter applies this principle to the consideration 
of the causes of sterility, and enumerates faults in the mother 
receiving the seed, faults in the sower, and faults in the seed itself. 
The mother’s womb is fancifully compared to the ground; it may be 
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too hot, too cold, too moist or too dense. The following paragraph 
may be quoted to show how the author persuades himself that 
coldness of the matrix is a cause of sterility: “For yf corne be 
sowen in over cold places, soch as be in the partes of a countrey, 
called Sithia, and in certayne places of Almayne, or in soche places 
where is contynual snow or frost, or wher the sunne doth not shyne: 
in these places the sede or grayn sowen, wyl never come to profe, nor 
fructyfy, but through the vehement coldnesse of the place in the 
which it is conceaved, the lyfe and quickenes of the grayne is 
utterlye destroyed and adnihilat.” The man’s seed also may be 
defective as to heat, cold, thickness, etc. Even more fanciful is the 
fourth chapter which pretends to give ways of finding out whether 
sterility is due to defect in the woman or the man. “ Let eche of 
theim take of wheate and barleye cornes, and of beanes of ech vii., 
the which they shal suffre to be steped in theyre severall uryne: the 
space of xxiiii. houres: then take ii. pottes, soch as they set gyly- 
flowres in: fyl them wyth good earth: and in the one let be set the 
wheat, barlye, and beanes, styped (steeped) in the mans water, 
and in the other the wheat, barly, and beanes styped in the womans 
water: and everye morninge the space of viii. or x. dayes, let eche 
of them with theyr proper urine water the sayd sedes sowen in the 
foresayd pottes and mark whose pot doth prove, and the sedes therein 
contayned doth grow, in ye partye is not the lack of conception, and 
se yf ther come no other water or rayne on the pottes.’” This 
marvellous test ends with the wise remark, “ but trust not moch this 
farfet | experiment.” Other tokens are given, taken from the works 
of Hippocrates (which are often quoted in this Book), but the writer 
warns the reader that “these tokens, although they have a certain 
reason and apparence, yet be they not alwayes unfallyble, but onely 
lycklye.” The signs of pregnancy are described (menstrual suppres- 
sion, changes in the breasts, “ longings,’ and thickness of the urine), 
and directions are given to enable the midwife to tell whether the 
unborn childe is male or female. 

The fifth chapter contains various prescriptions supposed to be 
efficacious in curing sterility, but they call for little comment and 
no commendation, being founded upon the etiological theory of lack 
of heat or cold or moisture in the woman or in her uterus. 

The sixth and last chapter of the Fourth Book may be called the 
“cosmetic ” one, for it deals with what the writer (Raynalde) calls 
“dyvers bellyfying” medicines and remedies. It is proposed to 
show how certain blemishes (“as it were weedes of the body”) are 
to be removed, such as “ dandraffe ” of the head, “ hayre in places 
where it is unsemelye,” “ frekens or other spottes in the face,” warts, 
and “‘pymples.” There are also instructions how to keep and preserve 
the teeth clean, and how to prevent “ stynckynge breath ” and “ranke 


1. Farfet, far-fetched. 
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savour of the armeholes.” I need only quote the last paragraph: 
“Ttem, auctors do wryte the ye rootes of artichauts (ye pithe pyked 
oute) soden in whyte wyne and so dronke, doth clense the stenche of 
the arme holes and other partes of the body by the uryne: for (as 
Gallen also doeth testyfye) he provoketh copy and plenty of stinkynge 
and unsavery uryne, from all partes of the body, the whych propertye 
it hath by specyall gyft and not only by his hote qualyte. And thus 
here I make an ende of thys fourth and last boke.” 

The sixth chapter is wanting in the Jonas edition of 1540, but is 
to be found in all the Raynalde editions from that of 1545 onwards. 

No part of the Fourth Book is to be found in either of the editions 
of Résslin’s De Partu Hominis (to which I have had access), and we 
must conclude that Chapters I. to V. were written by Jonas, Raynalde 
adding the sixth. Both Raynalde and Jonas seem to have gone to 
Hippocrates for their facts (if facts they can be called) or to some 
work which quotes Hippocrates. The latter is the more probable 
explanation of the source of the Fourth Book. 


Ruopron’s “ DE Partu Homints.” 


As we have seen, Jonas translated Résslin’s or Rhodion’s De Partu 
Hominis into English, adding a few chapters thereto, and Raynalde 
revised the translation and added new material. But who was 
Résslin and what was the history of his work? 


Eucharius Résslin, Réslin, or Rhodion was a medical man 
practising first in Worms and then in Frankfort-on-Main. The date 
of his birth is unknown, and for his death-year two dates have been 
given—1526 and 1553. The earlier of the two is most probably the 
correct one, the later date being that of the death of his son. He 
published his work entitled Der Swangern Frawen und Hebammen 
Rosegarten (by Imperial Privilege) in 1513, and so gave to the world 
the first separate work on midwifery. It was dedicated to Catharine 
Princess of Saxony and Duchess of Brunswick and Liineburg; and 
it was a compilation from the works of Hippocrates, Galen, Avicenna, 
Albertus Magnus, Aétius, Gordon, and Savonarola. The earliest 
edition (that of 1513) had the same Birth Figures! as were found 
in Jonas and Raynalde; they were printed from woodblocks. The 
work was divided into twelve chapters corresponding to the first and 
second Books of the Jonas edition of the Byrth of Mankynde, and 
(speaking generally) to the second and third Books of the Raynalde 
editions of the same work. Several German editions of the Rosegarten 
appeared (in 1522, 1529, 1571); then it was translated into Latin, 
and, as De Partu Hominis, editions were brought out in 1532, 1535, 
1536, 1537, 1538, 1551, 1554, 1556 and 1563; Dutch translations, 
under the title of Den Rosegaert van den bevruchten Vrouwen, came 


out in 1540, 1555, 1670, 1685, 1701, and 1730; and there were French 
1. See Figs. vi. to x. 
18 
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versions in 1536, 1540, 1563 and 1577. The English translations we 


have already described. 


In order that the reader may judge of the accuracy of the Jonas 
and Raynalde rendering of Rhodion’s work I place here in parallel 
columns the Latin and the English of two passages, one referring to the 


From Rhodion’s De Partu Hominis. 


“Ad quam quidem rem, in quibusdam 
regionibus ut in Gallia et Germania 
superiori, obstetrices peculiaria sedilia 
habent, quae et ab humo non non alte 
distant, et excavata ita sunt, ut facile, 
quae debent, transmittant, et reclinan- 
tem tergo accipiant : quarum forma fere 
est talis, qualem hic adpinximus.” 


“At vero si diverso modo pariens 
emoriatur inter enitendum, id quod 
signis, quae morientes de se praebent, 
facile deprehendi potest, et partus in 
utero superstes, spem vitae ostendat, 
principio convenit morientis os, et infra 
genitalia cum matrice aperta et reclusa 
servare, quo per ea et vitalem spiritum 
partus capere, et anhelitum reciprocare 
possit, id quod mulieres mediocriter 
peritae satis norunt. Deinde reclinatae 
latus sinistrum recto vulnere novacula 
incidi atque aperiri (nam dexterum latus 
non ita liberum, propter hepar quod in 
eo situm habet, ingressum incidenti 
praebet) et inde partus inserta manu 
per vulnus eximi atque educi debet. 
Quo pacto qui nascuntur, cesares dici 
solent, ut etiam Romae ille a quo primo 
cesarum familia nomen adepta fuit, 
primusque caesar, eo quod caesa est 
matre natus, appellatus est.” 


“Womans Stoole”’ and the other to Cesarean section :— 


From Raynalde’s “Byrth of Mankynde.” 


“For the which purpose in some 
regions (as in Fraunce and Germany) 
the Midwyfes have stoles for the nonce, 
whiche beynge but lowe, and not hye 
from the grounde, be made so compasse 
wyse and cave or holowe in the middes, 
that that mai be receaved from under- 
neth which is looked for, and the backe 
of the stole leaning backeward, receaveth 
the back of the woman, the fashion of 
the which stole, is set in the beginning 
of the birth figures hereafter.” 


“But contrary to all this, yf it 
chance that the woman in her labour 
dye, and the chylde havyng lyfe in it: 
then shal it be meete to kepe open the 
womans mouth, and also the nether 
places; so that the chylde may by that 
means both receave and also expell ayre 
and breath, which otherwyse myght be 
stopped, to the destruction of the 
chylde. And then to turne her on the 
lefte syde, and there to cut her open, 
and so to take out the chylde. They 
that be borne after this fashion are 
called Cesares, for because they be 
cutte out of theyr mothers belly : where- 
upon also the noble Romayne Cesar the 
fyrste toke his name.” 


It will be seen that the translation is not strictly literal, neither 
is it exact; for instance, the reason why the abdomen (in Cesarean 
section) is to be opened on the left side rather than on the right is 
given in the Latin version but does not appear in the English. 
Possibly some divergences may be explained on the supposition that 


Jonas and Raynalde used editions of De Partu Hominis which I have 
not been able to see. 
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_ I have now concluded my survey of this remarkable book— 
The Byrth of Mankynde—both as regards its contents and in respect 
to its authors and editions. Although its precepts may bring a smile 
to the face of the obstetrician of the present day and merit his 
contempt, yet it was the most potent factor in establishing the popular 
customs which cluster round the practice of midwifery in these 
Islands, customs which can be traced and recognized even now. 


ADDENDA ET CORRIGENDA. 


Since I wrote my article on the Author and Editions of the 
Byrth of Mankynde I have been informed of several other copies of 
some of the editions, and have been led to alter some of the statements 
made. For instance, I am doubtful of the existence of an edition of 
1676. Dr. C. Nepean Longridge, to whom I am greatly indebted 
for a series of researches made for me in the British Museum, finds 
that the so-called copy of 1676 named in the catalogue of the 
Museum, is really that of 1626. I have, therefore, removed this 
edition from the list. 


I have now had an opportunity of examining a copy of the 1604 
edition. It belongs to Prof. H. R. Spencer, to whose kindness I am 
indebted for the privilege of inspecting it. It is very similar in all 
respects to the edition of 1598. The ornamental title page is exactly 
the same, with the exception of a few differences in the typography 
of the title. At the foot of the inscription is “ Imprinted at London 
for Thomas Adams,” instead of “ Imprinted at London by Richarde 
Watkins.” which appears in the 1598 edition. The colophon reads, 
“Imprinted at London for Thomas Adams, 1604.” There are 204 
pages in this edition, and three preliminary leaves; the plates are the 
same, although two plates of the “ Byrthe Fygures” happen to be 
missing in the copy which I am describing; and the type is black 
letter mostly. It would seem, therefore, as if Watkins, the printer 
of the 1598 edition, had assigned the blocks as well as the license for 
printing the Byrth of Mankynde to Thomas Adams. 


I must correct the statement made by me on p. 315 of my former 
article (loc. cit.) about the ninth figure of the Anatomical Plates. 
It does not make its first appearance in the edition of 1560; it was 
present (as Figure 5) in the 1545 and 1552 editions. The altering 
of the order of description of the figures in the 1560 issue misled 
me, 


Here follows the revised list of the editions. I may take this 
opportunity of thanking Dr. R. Wilson Gibson, of Orton, Tebay, 
Westmorland, for kindly giving me a perfect copy of the 1654 edition. 
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Summary of the Editions of the “ Byrth of Mankynde.” 


Edition of 1540. Jonas’s Translation of Résslin. British Museum.' 

Edition of 1545. Raynalde’s Translation. British Museum; Royal 
College of Physicians, London; Hunterian Library, University, — 
Glasgow. 

Edition of 1552. Raynalde’s Translation. Royal College of 
Physicians, Edinburgh; London Obstetrical Society;? Dr. W. 
Blair Bell, Liverpool. 

Edition of 1560. Raynalde’s Translation. Royal College of Sur- 
geons, London; Dr. J. W. Ballantyne, Edinburgh; University of 
Aberdeen. 

Edition of 1565. Raynalde’s Translation. British Museum; Univer- 
sity of Edinburgh; R. College of Surgeons of London ; Washing- 
ton Library; Hunterian Library, University, Glasgow. 

Edition of 1564 (?). Raynalde’s Translation. British Museum. 
University of Glasgow; Royal College of Physicians, London; 
Dr. J. F. Payne, London. 

Edition of 1593(?). Raynalde’s Translation. Radford Library, 
Manchester. 

Edition of 1598. Raynalde’s Translation. British Museum; Royal 
Society of Medicine of London; Dr. C. E. Underhill; 
Washington Library; Hunterian Library, University, Glasgow; 
Medical Institution, Liverpool. 

Edition of 1604. Raynalde’s Translation. British Museum; Wash- 
ington Library; Dr. H. R. Spencer, London. 

Edition of 1613. Raynalde’s Translation. Royal College of Surgeons 
of London (2 copies). 

Edition of 1626. Raynalde’s Translation. British Museum; Univer- 
sity of Edinburgh; London Obstetrical Society;? Faculty of 
Physicians and Surgeons of Glasgow. _ 

Edition of 1634. Raynalde’s Translation. British Museum; Royal 
College of Physicians, London; London Obstetrical Society;? 
Washington Library. 

Edition of 1654. Raynalde’s Translation. British Museum; Wash- 

ington Library; Dr. W. L. Reid, Glasgow; University of 

Aberdeen; Dr. J. W. Ballantyne, Edinburgh. 


1. Ina letter which I have received from Dr. J. F. Palsy he writes “A copy of 


this edition, papers bly perfect, was sold at Sotheby’s in 1905 for £40 or £45; what 
became of it I do not know.” 


2. Now amalgamated with the library of the Royal Society of Medicine of London. 
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Sarcoma of the Vulva including an Account of a Case 
of Spindle-celled Sarcoma of the Labium Minus.* 


a REPort oN THE NATURE OF THE GROWTH BY 
E. E. Giynn, M.A., M.B. (Cantab.), M.R.C.P. (Lond.), Pathologist 


to the Royal Infirmary and Deputy Professor of Pathology, The 
University of Liverpool. 


By W. Buarr Bett, M.D., B.S. (Lond.), 
Assistant Gynecological Surgeon, Royal Infirmary, Liverpool. 


Mrs. J. W., zt. 56, a well-nourished and healthy-looking woman, was 
sent to the Liverpool Royal Infirmary by Dr. Robert Owen of Pen-y- 
groes, on the 2nd of April, 1907. 

She stated that she had always enjoyed good health herself, but 
that an aunt had died of cancer. 

She had had six children, and, her confinements being natural, 
she had never required the assistance of a doctor. She had had no 
miscarriages; the menopause occurred in 1899. 

Six months previous to admission she had noticed a small lump 
in the vulval region which had increased rapidly in size, but had 
caused no pain, dysuria or bleeding. She had not lost flesh. 

Two months before admission an attempt had been made to re- 
move the growth by tying a ligature tightly round the base. 

On examination a large, fungating, pedunculated growth, equal in 
size to an orange, was seen protruding between the labia majora above 
the orifice of the urethra. (Fig. 1). 

The surface of the growth was necrotic and dry, owing, no doubt, 
to the effect of the ligation mentioned above. The base of the tumour 
apparently corresponded with the position of the clitoris and seemed 
to involve the left labium minus. The labia majora were unaffected, 
as also were the urethra and vagina. No enlarged glands could be 
felt in the inguinal regions. 

A diagnosis of epithelioma of the clitoris was made, and on the 
4th of April the growth was widely excised by means of a barbed- 
arrow-head incision, extending from the top of the pubes along the 
summit of the labia majora on each side and completed by the fork 
of the barb skirting round the upper margin of the urethra (Fig. 2). 


* This case was communicated (and the specimen shown) to the North of England 
Obstetrical and Gynecological Society, April 18, 1907, under the title of “Sarcoma of 
the Clitoris.” 
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The included growth and tissues down to the pubes and triangular 
ligament were removed entire. The bleeding was very free, and it 
was necessary to ligature several of the larger vessels. The inguinal 
canals having been examined and found to be free from enlarged 
glands, the wound was closed with sutures, and it subsequently healed 
by first intention. 

A horizontal section through the base of the growth (Fig. 2) made 
after removal showed that it had probably originated in the prepuce 
of the clitoris. 


Report spy Proressor E. E. Guiynn. 


Pieces of the growing edge of the base of the tumour, after being 
fixed and hardened for three days in a mixture of formol 100 c.c., 
spirit 300 c.c., acetic acid 10 c.c., and water 1,000 c.c., were embedded 
in paraffin by the acetone method. The whole process of dehydrating 
and embedding occupied about 3 hours. Sections were stained with 
hematoxylin and eosin and Weigert’s iron hematoxylin, and in 
spite of the rapid embedding remarkably little shrinkage had 
occurred in the tissues. 

The sections obtained (Fig. 3) show that the tumour consists of 
bundles of large spindle-shaped cells with large more or less oval 
nuclei. The nuclei are usually single but occasionally two or more 
nuclei are present in one cell, though no typical multinuclear giant 
cells, similar to those met with in myeloid sarcoma, occur. The 
nuclei are for the most part rather irregular in shape and size, and 
measure longitudinally from 8 to 154. Mytotic figures well demon- 
strated by the iron hematoxylin are plainly visible in about one cell 
in every hundred; a large proportion of these figures are of the 
somatic type. : 

These observations give proof of the extreme rapidity of the 
growth of the tumour. Blood channels are comparatively numerous 
and are lined with a single layer of endothelium. 

There is no evidence of myxomatous degeneration, and unstained 
sections show no pigmentation. The tumour is therefore a typical, 
pure, large, spindle-celled sarcoma which has none of the characters 
of a melanotic fibro- or myxo-sarcoma. 

A considerable amount of inflammation can be seen at the peri- 
phery of the growth, the exudate containing many polymorpho- 
nuclear leucocytes. 


Sarcoma of the vulva is undoubtedly an extremely rare condition, 
and it is briefly dismissed, if discussed at all, in the text-books. 


Fie. 2. 
Fig. 3. 
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Hart and Barbour! say: “Sarcoma of the vulva is very rare. 
Geith and Terillon? have recorded cases of melanotic sarcoma. 
Haeckel? has collected ten cases of melanotic tumours, mostly sar- 
comatous.” 

Roberts‘ says: “ Melanotic sarcoma is a curiosity when it occurs 
in the vulva. The tumour has a typical bluish-black colour. Its 
growth is very rapid; the nearest lymphatics are involved early.” 

Cases of melanotic sarcoma are also recorded or collected by 
R. W. Taylors Goth,® Miller,’ Torggler,® Piollet,? Jahn,!° Mayer," 
Caruso,!? and others (see references). This variety, rare as it is, does 
not seem to be nearly so rare as the unpigmented forms of sarcoma 
in this region. I shall, therefore, endeavour to give as full an 
analysis as possible of the literature of pure sarcoma of the vulva 
apart from the pigmented variety, since the interest attaching to 
such unusual growths is great, and also because they appear to have 
been entirely overlooked by British writers. 

Howard Kelly,!* says he has met with but one case—a myxo- 
sarcoma of the clitoris—operated upon and reported by his colleague 
Hunter Robb.!¢ 

Pozzi, in his large work devotes a few lines to the subject and 
remarks: “Sarcoma of the vulva is rarer than epithelioma of that 
part, and is very difficult to distinguish clinically. These tumours, 
either infiltrating or pedunculated, can attain to considerable dimen- 
sions, as, for example, in the case reported by Winckel,!® where the 
size exceeded that of an adult head. Histologically pure sarcoma, 
fibro-sarcomata, and myxo-sarcomata have been seen but the most 
common variety appears to be melanotic sarcoma.” He appends a 
few references to the literature but apparently has not himself met 
with a case. 

Agnes Bluhm?’ reports a case herself and says she has only found 
nine certain cases of pure sarcoma of the “labium majus ” recorded 
(presumably she means “ vulva.”—W.B.B.). After an examination 
of these cases, however, I have in my analysis (vide infra) rejected 
Mayer’s!! case, for he distinctly states that the growth consisted of 
“ spindle-shaped blackened cells ”; it was therefore probably melano- 
tic. Of the other cases mentioned by her I have also rejected Von 
Maas’s case for the meagre description given does not justify its 
inclusion. Von Maas’s}® original paper is unobtainable in this 
country. The same remarks apply to the case of Kouwer,!® reported 
by the same author, for not only is the description of a doubtful 
character but the reference given to his paper is inaccurate, and I 
have been unable to trace the original. 
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I have also been unable to obtain Hermans’s”° original paper, but 
I have accepted his case on the authority of Pozzi,!5 who gives the 
reference and has presumably investigated it. 

To illustrate the difficulty one has to sift out these cases correctly 
I may refer to a paper by Schweizer”! in which he says “ Zweifel 22 
included under the title of “ Diseases of the Vulva ” fibroid, cancroid, 
carcinoma and sarcoma of the labium majus. Mayer1!¢ has only 
seen four cases of sarcoma and scirrhus of the labium majus; Hilde- 
brand three; Schréder two; West and Zweifel one each. Most of 
the cases Zweifel mentions seem [italics mine], however, to be cases 
of sarcoma.” 

Often in the original descriptions the microscopic appearances 
either point to carcinoma or the accounts are too indefinite or meagre 
to enable one to form a correct opinion at all. Mayer,'¢ for instance, 
describes all his cases as “ cancroid,”’ and Hildebrand’s case? is 
described by Zweifel?? as being a sarcoma of the meatus urinarius 
developed from extensive caruncular proliferations. I have not in- 
cluded this case in my analysis as I cannot find any more detailed 
statement of its nature. It is, however, mentioned by Caruso}? 

Delphino *4 last year reported a case of his own and discussed the 
collection of cases made previously by Caruso,!? stating that this 
collection of 28 cases included twelve cases of melanotic sarcoma. 

Professor Caruso has kindly sent me a reprint of his very valuable 
paper !?; it is one which should be read by all interested in the sub- 
ject. After relating the history of his own case very completely he 
proceeds to discuss the other cases on record. In the first place he 
distinguishes a group of five cases reported as “ melano-carcinoma,” 
which he apparently is not prepared to accept as “ melano-sarcoma ” 
(for his paper includes the melanotic variety as well as the un- 
pigmented). Next he groups a series of six cases which arose in the 
neighbourhood of the vulva but not primarily therefrom. In a third 
group he includes three cases in which the growth arising near the 
vulva involved that region secondarily. Lastly he isolates Klee- 
berg’s > case of lipo-sarcoma. 

Having thus dealt with many hitherto reputed cases of primary 
sarcoma of the vulva and given in every case the reference he has 
used, he next proceeds to tabulate twenty-eight cases which, in his 
opinion, may be considered to represent primary sarcoma of the 
vulva. Of these twenty-eight cases twelve are admittedly of the 
melanotic variety and I shall consequently not discuss them further. 
Among the remaining sixteen cases are two reported by L. Mayer.10 
As I have already mentioned, the first of these, from the description 
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given, was probably melanotic, and I do not feel justified in in- 
cluding the second on the description of “ Verruche sarcomatose,”’ it 
is quite probable that this was carcinomatous. In this group of six- 
teen cases Caruso also records Olshausen’s two cases on the authority 
of von Maas.'® I do not consider however that “Sarcoma non 
melanotico” is conclusive of their nature; further, Kiistner has re- 
ferred to these cases of Olshausen and Mayer, as well as to some other 
cases of supposed sarcoma, as cases of carcinoma of the vulva. 

The same remarks apply to Kénig’s case also given by Caruso on 
the authority of von Maas.}8 

With regard to the case of Janvrin,”° also included by Caruso; the 
description, which I have confirmed, of “sarcoma,” without any 
details, does not justify its inclusion in my analysis on the strict lines 
I have laid down. 

This leaves ten cases of unpigmented sarcoma of the vulva from 
Caruso’s paper, and these I have verified or obtained otherwise from 
different sources, consequently they will be found included in my 
analysis of twenty-one cases. I should mention that the cases given 
by Caruso under the name of B. S. Schultze, appear in my analysis 
under the name of Bruhn,?’ by whom they are recorded. Caruso’s 
references are not altogether accurate, but one hesitates to say much 
about this since it is always necessary to accept some references 
unobtainable in this country on the authority of others, and this 
makes it impossible to be certain that all are quoted or indicated 
correctly. 

In the following analysis (Table I.) I have, then, put together in 
tabular form all the cases of pure sarcoma (7.e., apart from the 
melanotic variety) that I can collect from the literature. Those’ 
against which an asterisk is placed I have accepted for various reasons 
notwithstanding the meagre descriptions given by the authors re- 
sponsible for them. This list, in spite of the exacting scrutiny to 
which I have subjected it and the number of previously accepted 
cases I have rejected, far exceeds in number any previously collected 
series, and is, I venture to hope, in point of detail as accurate as the 
original descriptions make possible. In order not to do injustice to 
any authors who have recorded supposed cases of pure sarcoma I have 
already explained the grounds on which these cases have been ex- 
cluded from this list, but whenever possible I have given full re- 
ferences in order that anyone who is sufficiently interested in the 
subject may be able to re-investigate the matter. I may also add 
that from the references given (vide infra) probably all the cases of 
the melanotic variety of sarcoma on record can be collected, but for 
the reasons stated I have not considered that they fall within the 
scope of this paper. 
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TABLE I. 


Age. Situation of Growth. 


18 Right labium minus, with 
four recurrences 


50 Posterior edge of the outer 
urethral orifice 

25 Left labium minus 

46 The tumour had probably 
arisen in the neighbour- 
hood of the urethra to 
the right side of the in- 
troitus vulve 


5 Clitoris (?) 
— Right labium majus 


48 Between right labium majus 
and minus 

26 Clitoris (?) 

40 Right labium majus 

52 Several tuberosities spring- 
ing from the outer orifice 
of the urethra 

44 Left labium majus 


26 Region of vestibule 


— Subcutaneous cellular tissue 
of labium majus 
37 Left labium majus 


Character of Growth. 


Covered with healthy skin, 
fluctuating, and had grown 
slowly having only attained 
the size of a hen’s egg at 
the end of six months. It 
contained sanio-serous fluid 
and had thick walls 

Small round-celled sarcoma 


Round-celled sarcoma 

Myxo-sarcoma—greater part 
of closely crowded spindle 
cells; in other parts spindle 
shaped, star, and round 
cells lay in a ground sub- 
stance rich in mucin 

Round and fusiform cells 

Tumour was pedunculated and 
is mentioned as_ being 
similar in character to 
Winckel’s cases (v. supra) 

Fibro-sarcoma, with abundant 
inter-cellular substance 

Myxo-sarcoma 

Fibro-sarcoma 

Small round-celled sarcoma 


Spindle-celled sarcoma, here 
and there rich in connective 
tissue 

A sarcoma, but not of uni- 
form structure, in one part 
fibro-reticular, in another 
lymphatic endothelioma, 
and in others angio-plexi- 
form 

Spindle-celled sarcoma 


Fibro-sarcoma. _ Principally 
spindle-celled in character— 
here and there round-celled 
with cells of very different 
sizes. Remarkable that in 
different parts of the tumour 
large numbers of giant cells 
are to be found, sometimes 
scattered, sometimes clus- 
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62 Labium majus “Sarcoma vulve.” Recur- 
rence at the end of three 
months. Then a similar 
tumour in opposite labium 
majus, and infiltration of 
inguinal glands 

16 Bluhm” Bartholin’s gland: lower Sarcoma myxomatosum—poly- 
half of left labium majus  morphous-celled sarcoma 
with a preponderance of 
spindle-cells 
17 De Arcangelis ** Inferior third of left labium Pendulous, —polymorphous- 
majus celled myxo-sarcoma, prin- 
cipally spindle-celled 
18* Hermans ”° Clitoris (7?) Sarcoma 
19 Delphino ** Lower part of right labium Myxo-sarcoma 
majus and lying deep to 
the vaginal mucosa 
20 Seigel, Delval and Superior portion of right A tumour of a sarcomatous 
P. Marie *’ labium majus nature formed of cells 
generally atypical 
21 Blair Bell ** Left labium minus Spindle-celled sarcoma 


Table I. is further analysed in Table IT. 


TABLE II. 


Age Incidence Probable Situation of Nature of Growth 
(18 cases). iginal G: bs 18 cases) 


Original Growth. 


xomatous 


Under Labium Labinm Clitoris” 
10 18-30. 30-50. 50-70. Majus. Minus. () 


oa mixed 


Vestibule. 
S 

celled. 


The age is given in eighteen of the cases, and one sees that this 
much resembles that of ordinary carcinoma, the cases most frequently 
occurring between 30—50 years. 

The most common site of origin of the growth appears un- 
doubtedly to be the labia majora, and in the three cases in which the 
growth is said to have originated in the clitoris one would have liked 
to have better evidence for the statement. The myxomatous and 
mixed-celled growth, as indicated by an examination of the eighteen 
cases in which there was a good description, is the most common 
variety of the pure sarcoma. 

One is able to give no more definite idea of the prognosis—in my 
own case, the patient is quite well after three months—than to say 
that it probably follows on the same lines as that of sarcoma else- 
where on the surface of the body. 
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In examining the literature of the subject I have been fortunate 
enough to have had the very valuable assistance of Miss Hannam, 
Secretary and Librarian of the Obstetrical Society of London, to 
whom my best thanks are due. 
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SELECT CLINICAL REPORTS. 


(Under this heading are recorded, singly or in groups, cases to which 
a special interest attaches either from their unusual character or 
from being, in a special sense, typical examples of their class). 


3 


I. A Case of Primary Endothelioma of the Vagina 
treated by Removal of Uterus and Vagina. 


Wiru Report sy R. J. Rowterte, M.D., 
Pathologist to Dr. Steevens’ Hospital. 


II. After-history of a Case of Primary Sarcoma 
of the Vagina. 


By Henry Jetzert, M.D., F.R.C.P.L., 


Gynecologist and Obstetrical Physician to Dr. Steevens’ Hospital, 
Dublin. 


L 


A paTIENT, Mrs. N., aged 39, was sent to me at the end of April last 
by Dr. Hobart, of Cork. She had had one child born alive about six 
years before, and had had eight or nine children who were all born 
dead at about the eighth month. She stated that she had menstru- 
ated regularly up to the present time, and that lately there had been 
a slight leucorrheal discharge, which was increasing in amount. 
She had not suffered in any way from hemorrhage. Her general 
health was good, and she had not lost weight. 

On vaginal examination, the uterus was found to be retroverted, 
and normal in size. The cervix presented the appearance of an 
erosion, and was inclined to bleed when rubbed. On the anterior 
vaginal wall, immediately below the cervico-vaginal junction, were 
several raised and infiltrated areas, the largest of which was about 
the size of a shilling. The mucous membrane covering these areas 
was just commencing to ulcerate, and bled when touched. The 
areas themselves seemed to be formed by outgrowths from a possible 
intra-cervical cancer. There was not, however, any indication 
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of extension in any other direction, as the bases of the broad liga- 
ment, the rectal wall, and the posterior ligaments were quite free. 

With a view to ascertaining the extent to which the bladder was 
involved, I examined it with Nitze’s cystoscope, and found that the 
mucous membrane was quite healthy. I also found that I could 
catheterize with ease the right ureter, but that, owing to an upward 
projection of bladder wall immediately behind the orifice of the left 
ureter, [ could not find the orifice on that side. 

The net result of my examination was that I believed the case to 
be operable and to offer a fair prospect of freedom from return. I 
decided to perform the operation described by Werder of Pittsburg 
(a full description of which will be found in Cullen’s work on cancer 
of the uterus). The chief characteristics of this operation are that 
the uterus, broad ligaments, and parametrium are separated from 
above, that as much of the vagina as it is desired to remove is similarly 
separated ; that then the uterus, etc., are drawn down into the vagina 
from below, the pelvic peritoneum being brought together above them ; 
that the abdomen is then closed; and that finally the uterus and ap- 
pendages are removed through the vagina by pulling them down and 
cutting through the vaginal mucous membrane. The advantage 
which this operation offers, and which seemed to me to render it so 
suitable in the present instance, is that it enables a very extensive 
detachment of the vagina to be carried out, and that the uterus and 
all the contents of the vagina are removed from below instead of 
from above, thus lessening the risk of abdominal infection. 

I operated on April 27th with the assistance of Sir William 
Smyly and Dr. Stevenson. I was anxious to catheterize both ureters 
prior to the operation, but as the orifice of the left one could not be 
found, I was only able to catheterize the right. This proved of great 
assistance, and during the operation I should have liked to have had a 
catheter in the other ureter also. The operation presented no points 
of difficulty, as there was no extension of the growth upwards or 
beneath the peritoneum. I removed the broad ligaments on both 
sides of the uterus, the anterior vaginal wall to a point about half an 
inch above the orifice of the urethra, and the posterior wall to a point 
about half way down. I could have removed more of the latter if I 
had so desired, but as I was well beyond and below all sign of 
extension of the growth, I did not consider it necessary to do so. 
Very little blood was lost during the operation, and the patient made 
an almost uninterrupted recovery. 

The specimen was sent to Dr. Rowlette for examination, and his 
report is as follows :— 
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Fic. 1—Endothelioma of vagina. Section showing 
solid masses of endothelial cells and groups of cells sur- 
rounding lymphatics. The latter are best seen in the centre 
of the section. 


Fic. 2.—Endothelioma of vagina. Section showing 
endothelial cells in solid masses bearing a close resemblance 
to squamous cancer. 
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Fic. 3.—Endothelioma of vagina. Section showing 
endothelial masses set in alveoli of fibrous tissue. Some of 
the cells have fallen away, so that the section resembles an 
adeno-carcinoma. 


Fic. 4.—Sarcoma of vagina. Section from the case 


referred to, for comparison with the sections shown in 
Figs. 1 to 3. 


"2, 


an 
| 
on 


Jellett: Malignant Disease of Vagina 287 


Specimens submitted by Dr. Jellett: —(a) Uterus and appendages, 
with part of vagina; (b) Remainder of vagina, with inguinal 
glands. 

(a) Vagina shows an ulcerating flat patch, 14 inches in diameter, 
situated in anterior wall. Microscopically, this patch shows masses 
of large epithelioid cells. In parts the arrangement of the cells 
shows considerable resemblance to gland-tissue, empty spaces being 
surrounded by tufty masses of cells resting on fibrous septa. In 
other parts, the cells are arranged in masses resembling those found 
in squamous-celled cancer, but that there is a clear space varying in 
size found in nearly every group of cells (v. Figs. 1, 2 and 3). 

‘The tumour is an endothelioma, the clear spaces being dilated 
lymphatics surrounded by proliferating masses of endothelium. The 
misleading resemblance to gland-formation is best marked where cell 
proliferation occurred most, and where, therefore, cells had readily 
fallen out in preparation. 

The uterus has a white, firm cervix, exhibiting on section one or 
two small cysts. Microscopically, the cervix possesses much fibrous 
tissue, the covering epithelium being regular, but covered with fibrino- 
purulent exudate. The glands in some parts are normal, in others 
dilated and cystic. The endometrium of the body is soft and friable. 
Microscopically, it shows congestion and necrotic changes, but the 
glands are quite regular. 

One ovary is firm and hard, showing microscopically much fibrous 
tisues; the other contains some small cysts. 


(b) The result of the examination of the rest of the vagina and 
the glands is quite negative. The glands are hard and firm, but do 
not show any secondary deposits. 

Rosert J. Row 


In consequence of this report, which showed that the vaginal 
growth was a primary one, instead of being secondary to that of the 
cervix, I thought it right to advise the patient to allow me to remove 
the remainder of the vagina and the inguinal glands. She consented 
to this, and accordingly, on May 17th, I removed the inguinal glands 
on the right side, on which side they were slightly enlarged. As I 
did not want to subject the patient to a longer operation than was 
necessary, I asked Dr. Rowlette to be present at the time in order 
that he might there and then, whilst I was operating, examine the 
glands and tell me if there was any sign of extension in them. 
Accordingly, whilst I removed the remainder of the vagina from 
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below, he cut and examined sections of the glands, and reported them 
to be quite free from any sign of secondary extension. On this 
account, I did not think that it was necessary to remove the glands 
from the opposite side, especially as they did not show any signs of 
enlargement. 

The removal of the remainder of the vagina, was technically quite 
easy, but it caused a considerable amount of hemorrhage, in fact a 
great deal more than did the first operation. The hemorrhage was 
checked mainly by the application of light clamps, and by a firm 
plug of iodoform gauze. The patient made a good recovery. 


a. 


I should like to take advantage of the present opportunity to refer 
to the after-history of a case of primary sarcoma of the vagina on 
which I operated in Sir Patrick Dun’s Hospital in August 1903, 
whilst doing temporary duty for Sir Arthur Macan. Readers of this 
journal may remember that I published particulars and illustrations 
of the case in the number for March 1904. The sarcoma was of the 
infiltrating type and extended completely around the lower third of 
the vagina. When writing the paper (which appeared in this journal 
as I have mentioned), I endeavoured to compile as full a list as 
possible of previously reported cases of sarcoma of the vagina, with 
the result that I was able to collect only thirty-eight cases, and out 
of these only a single case was of the same infiltrating type as the 
case I recorded. This case was reported by Spiegelberg in 1872, and 
the patient died as a result of the operation for removal of the 
growth. Of the remaining thirty-seven cases, recurrence of the 
growth after operation, or death from extension without operation, 
occurred in thirty-one cases; five cases were watched for periods vary- 
ing from two and a half to eleven years and no recurrence occurred ; 
and one case was watched for ten months without recurrence. It is 
therefore very gratifying to me to be able to report that up to the 
present time, that is four years after the operation, the patient has 
remained in perfect health and there is no sign of a recurrence. I 
think that this case may be regarded as permanently cured. 


Se 
|| 
5 
f 
ree 
a 


McKerron: Retention of Separated Head 289 


Il. 


A Case of Retention in Utero of the Separated 
After-coming Head. 


By R. G. McKernron, M.A., M.D., 
Physician to the Maternity Hospital, Aberdeen. 


Mrs. O., a multipara, was admitted to the Aberdeen Maternity 
Hospital on the 5th of February, 1907, with the following history :— 


About 3 o’clock in the morning, premature labour began, the 
patient being early in the seventh month of her sixth pregnancy 
and the membranes having ruptured four days before. In about half 
an hour, after a few strong pains, the breech and trunk were spon- 
taneously expelled. There was no one in attendance on the woman, 
and, when the head did not follow, she endeavoured herself to complete 
delivery by pulling on the child, with the result that the trunk was 
torn off, leaving the head in utero. 


On admission to the Hospital about 1-30 in the afternoon it was 
found that the uterine fundus reached to the level of the umbilicus 
and was markedly deflected to the right. The organ was soft and 
relaxed, showing no disposition to contract; there had been no pains 
from the time that the trunk was expelled. The woman complained 
of no discomfort or symptom of any kind, and the condition might 
easily have been overlooked had the body of the child not been seen 
by the practitioner who was sent for several hours after. 


Vaginal examination showed the os uteri to have contracted to a 
size nearly equal to that of a half-crown, the torn umbilical cord 
protruding through it. The head could be felt in the uterine cavity 
with part of the vertebral column attached and lying over the os. 
The cervical ring was hard and unyielding. Under an anesthetic, 
the os was dilated manually but with considerable difficulty. An 
endeavour was then made to extract the head by grasping the verte- 
bral portion while an assistant pressed strongly down from above. 
Although a fairly good hold was obtained, it was found impossible to 
deliver through the rigid cervix. A volsella was next tried, but was 
not persevered with as the tissues at once gave way. 


It being now clear that extraction could not be accomplished 
either with the hand or the volsella, I decided to try the midwifery 
forceps. Owing to the mobility of the head, considerable difficulty 
was experienced in securing a satisfactory hold. The under blade 
was applied easily enough, but the upper blade could not be adjusted. 
The former was removed and the upper blade inserted first, then, with 


290 Journal of Obstetrics and Gynecology 


some difficulty the lower blade was introduced. Notwithstanding 
the small size of the head, a good hold was obtained and extraction 
effected. The effort required, however, was so great as to make it 
clear that with the volsella, even if it had held, sufficient force could 
not have been employed. After the removal of the placenta, which 
had to be effected manually, an intra-uterine douche was given. The 
woman made a good recovery, though on the second day she had a 
rigor with a rise of temperature to 104°8°. By next morning the 
temperature had fallen to 99°, and it did not rise above that level 
during the subsequent convalescence. 


Separation of the after-coming head, with retention in utero, is 
probably a not uncommon accident. While it usually occurs in the 
case of long-dead decomposing children, in whom the tissues are very 
friable, in the instance recorded the child was said to have been 
alive at the beginning of labour: at any rate the body was quite 
fresh, so that considerable force must have been used by the woman 
before the neck gave way. 

When the after-coming head is retained in utero its delivery is 
often a matter of considerable difficulty, more especially when its 
extraction has not been undertaken at once and the os uteri has had 
time to retract. In view of the comparative frequency of this 
accident and of the difficulties that may attend extraction, it is sur- 
prising to find that none of the standard text-books of midwifery 
deal with its treatment, indeed few of the writers even refer to it. 

There are several ways in which extraction of the retained head 
may be effected. Sometimes expulsion is completed spontaneously. 
This occurred in a case seen in consultation by a colleague of the 
writer’s. The trunk of a premature child had been torn off in 
attempting to complete delivery. Before the necessary instruments 
could be obtained, the head was expelled by a few vigorous uterine 
contractions. Spontaneous delivery is probably exceptional; at any 
rate it should not be waited for. 

In acase reported by Valenta* the head of a full-term child, along 
with the placenta, was retained in the uterine cavity for forty days. 
Not only was there no spontaneous attempt at expulsion, but all 
efforts to stimulate the uterus artificially were without effect. Freund 
records an even more remarkable case in which the head was retained 
in utero for ten years (Deutsche Klinik, 1869, Nr. 33+). 

The selection of a method of extraction will depend on the extent 
of the dilatation and on the dilatability of the cervix uteri. When 
the case is seen at once, before the cervix has retracted, firm downward 


*Valenta. ‘‘ Vierzigtiigige Retention des Kopfes eines reifen Kindes sammt 
Placentarresten innerhalb der Gebiirmutterhéhlen ohne jedwede Reaction.” Archiv. 
Siir Gynikol. Ba. xix. 8, 431, 

+ “Ueber Toleranz des weiblichen Genitalkanales gegen traumatische und septische 
Einwirkungen.” 
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pressure on the fundus may be sufficient, either alone or combined 
with moderate traction on the head by the hand or volsella. It is 
seldom that separation takes place at the immediate base of the 
skull; a part of the cervical column is usually left and affords a good 
hold for the hand. In another case seen by the writer, in which all 
the cervical vertebre were torn off, and where traction had pulled off 
the lower jaw, extraction was ultimately completed by getting the 
tip of the index finger through the foramen magnum, after several 
unsuccessful attempts had been made with the volsella. 


When the cervix is imperfectly dilated, or is rigid and un- 
yielding, great difficulty may be experienced in effecting extraction. 
The cervix must first be dilated, then, if a good grasp of the head 
cannot be obtained with the hand, the volsella may be tried, but, if 
much force is required, it is not likely to be successful owing to the 
extreme friability of the tissues. Attempts to extract with the hand 
or the volsella should be combined with strong pressure from above. 
Should they fail the forceps may be tried. Owing to the mobility of 
the head the application may be troublesome, but this difficulty can 
usually be overcome by steadying the head from above. If a good 
hold is secured the head will usually be delivered readily. Where 
the head is small the forceps is apt to roll off or slip, as in the case 
referred to by Dr. Keiller in the Edinburgh Medical Journal of 1861,* 
in which he notes that “ Forceps had rolled off several times, and 
hooks always slipped, and the head was only finally extracted in a 
very mutilated condition by means of two opposed crotchets used like 
forceps.” On the other hand, when the head is large, or the pelvis 
contracted, perforation may be necessary after the forceps has been 
applied. -In all cases of disproportion it is better to perforate than to 
risk laceration of the cervix by the employment of excessive force. 
In the event of failure with the forceps, the cephalotribe or cranio- 
clast, both of which have been successfully used in these cases, may 
be tried. In Valenta’s case the head was extracted piecemeal by 
means of a bent polypus-forceps. 


In a recent paper on the treatment of this complication, Borgnis 
(Deutsche med. Wochenschr., 1906, Nr. 42, p. 1,707+) recommends as 
the best way of removal, when the cervix has become retracted, that 
the head should be fixed by means of a volsella or tumour forceps to 
which a weighted cord is attached and allowed to hang over the end 
of the bed. The continuous traction induces contractions of the 
uterus: dilatation is thus secured, after which the head can be 
delivered by traction on the volsella. Apart from the difficulty of 
obtaining a sufficient hold with the volsella, the chief objection to 


*Mentioned in the course of remarks during a discussion on a paper by Dr. 
Pattison, read before the Edinburgh Obstetrical Society, February 27th, 1861. 


+See abstract in this Journat, 1907, vol. xi., p. 276. 
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this plan is the danger of infection which the prolonged manipulation 
involves. Borgnis thinks that this can be sufficiently guarded 
against, and he quotes a case in which the method he describes was 
successfully employed, the head being in this way utilized as a 
dilator for 24 hours without any observable sign of infection. 

It will be seen that the extraction of the after-coming head, re- 
tained in utero, is sometimes an operation of great difficulty, requiring 
the exercise of manipulative skill and ingenuity, and certainly 
deserving of more consideration than has hitherto been given to it. 


19 
4 
4 
al 4 


Maternity Charities 


A Review of some Recent Statistical Reports of 
In-door and Out-door Maternity Charities. 


Statistical reports are not usually considered to be very interesting 
reading. Doubtless there is much valuable information to be found 
among their figures and tables but it is seldom sought for except 
with some special object. Probably their greatest value is to the 
institutions themselves as they form a kind of profit and loss account 
showing the progress and result of their work from year to year. 
But apart from this they have both a scientific and a practical value, 
and, possibly, a collective review of the reports of several maternity 
charities—such as is here presented—will be more likely to arouse 
interest and to stimulate by example than an occasional notice of 
single reports. The encouragement of work which does not receive 
notice and appreciation commensurate with the labour involved would 
alone justify this short series of reviews, but some explanation is 
perhaps required in regard to the actual reports selected for review. 
For the most part no attempt at selection has been made but such 
reports have been utilized as were sent to the Journat for review 
purposes, and to these one or two others have been added rather 
with the object of widening the geographical area from which they 
were drawn and of including representative institutions than with 
any idea of singling out individual hospitals or charities. Great 
Britain is represented from both London and the Provinces, Ireland 
by her premier maternity charity and the over-sea dominions by” 
reports from Canada and India. There is also included a report 
from a lying-in hospital in the United States. 

A comparative study of these reports shows that although the 
institutions from which they come are carrying on a similar work 
there is a considerable difference in the conditions under which it is 
done. For instance the detail in the reports depends largely on 
the amount of skilled assistance available. Where the services of 
many qualified assistants, of a pathologist and of a registrar, and 
all the resources of a clinical and pathological laboratory are at 
the command of a hospital, a careful and accurate analysis of the 
year’s work is produced, as is well seen in the reports of Queen 
Charlotte’s and the Rotunda Hospitals. On the other hand the want 
of sufficient assistance, both for making clinical records and for 
working up the large amount of material to be dealt with, renders 
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it impossible, as in the case of the Madras Hospital for instance, to 
do much more than tabulate the results of the year’s work. 

Also reports of work carried out in extern departments by 
students and midwives are,not so trustworthy from the point of 
view of scientific accuracy as those based on the skilled observation 
of the hospital staff. Dr. Tweedy draws attention to this in the 
Rotunda Hospital report. He says, “From a statistical point of 
view, however, I must clearly emphasize the fact that the extern 
maternity stands in a position far inferior to that of the intern 
maternity. Every effort is made to procure accuracy in the details 
of cases, but where these are collected for the most part by students 
with only a partial knowledge of their work, the same degree 
of accuracy cannot be obtained as is found in the report of the 
intern maternity. Let it not, however, for a moment be thought that I 
consider our extern maternity charity inferior to others in this respect, 
for I. group all observations collected by a number of workers in an 
extern maternity, be they midwives, students or qualified doctors, as 
untrustworthy for the compilation of accurate statistics.’ Dr. 
Tweedy’s distrust of statistics from extern charities and of those 
compiled by many different observers is justified so far as their 
scientific value is concerned. It stands to reason that in regard to 
diagnosis, morbidity and so on, such statistics are of little 
value. On the other hand as contributions to vital statistics 
these records are surely more to be relied upon than the 
Registrar General’s returns, and they also throw light on many 
questions relating to public health and on the organization of 
such charities and on their relation to the public and the profession. 
The interest of the reports from the Queen Victoria’s Jubilee 
Institute for Nurses, which are included in this series of reviews, 
depends not upon the scientific accuracy of their statistics but 
upon the information they give as to the character and variety of 
the work as it is carried on in the homes of the people. These 
reports also enable a comparison to be made between the infant 
mortality (during childbirth) in lying-in hospitals and that in 
out-door practice, and throw interesting sidelights on the different 
conditions which obtain in different parts of the country. 

Glancing through the whole series of reports here summarized, 
and thinking of them solely with respect to their scientific value, 
it is evident that this could be much increased by the adoption of 
a uniform plan for their arrangement. This would not only lead to 
simplicity of reference but would assist comparison, and where 
different methods are employed would offer means of estimating the 
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value of these various methods from the results obtained. The 
first essential in all reports is as detailed a classification of the 
cases as the accuracy of the available data permits, whilst the 
adoption of a well-recognized nomenclature is almost equally neces- 
sary. Cases of operation or other special treatment should be 
recorded, with their results, in separate tables. To these should be 
added an account of the fatal cases, with post mortem and patho- 
logical reports when possible—these latter being best recorded in 
the form of an abstract of the findings, so that the independent 
inquirer can form his own judgement from the evidence submitted. 
Statistics on the question of puerperal morbidity are of great value, 
not only as affording an index of the success of the methods employed 
but also as giving the hospital a criterion by which it can review 
its progress from year to year, and that in a way no mere record 
of fatal cases can do. This attempt to estimate morbidity is the 
greatest advance which has been made of late years in the prepara- 
tion of statistics from lying-in hospitals, as it means that a non- 
febrile puerperium is the objective and that till this is reached 
and the morbidity reduced to vanishing point, perfection has not 
been attained. The estimation of morbidity is one point on which 
unfortunately there is as yet little uniformity. The one adopted 
most generally in these reports is the British Medical Association 
standard. As will be seen in the review of the Rotunda Hospital 
report, another standard is adopted there, and in Montreal the 
German rule is followed of regarding every case as morbid in 
which after the first day the temperature rises to 38°1°C. (100°6°F.). 
These different standards render comparison quite impossible as is 
shown in the short table appended to the notice of the Montreal 
Hospital report, and yet it is not easy to determine which of them 
would be best for general adoption. The value of a morbidity 
record as an indication of progress in hospital work is well shown 
in the Rotunda report, where the percentage for the past year is 
4°33, that of the year before being 6°67 and of the year before 
that 10°70—a very marked improvement in the course of three 
years. In this same report it is stated that the morbidity percentage 
calculated on the British Medical Association’s standard is much 
higher—8'43 per cent. for the past year and 8°77 for the year before. 
The latter figures do not represent the improvement in morbidity 
as do those reckoned on the Rotunda standard, and they further 
illustrate the impossibility of comparing the statistics based on one 
standard with those based on another. What we must hope for 
is that the most usual standard will become the general one, and, 
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in this country at any rate, the British Medical Association’s stan- 
dard seems in a fair way to general adoption. The German standard 
has the merit of simplicity and should it come into general use on 
the continent, it might be advisable to use it in order to afford 
a means of comparing maternity work in this country with that 
of the continent. 

In the more extensive of these reports cases of special interest 
are recorded in full and when it is possible to include a series of 
cases, the value of such reports is greatly increased. Individual 
cases recorded in hospital reports are liable to be lost sight of, 
whereas the very place for showing the results of treatment of a 
series of cases is in an annual summary of the year’s work. 

We trust that those who have worked to produce the records 
reviewed in this article will continue their labours and that in 
so doing they will recognize that their efforts on behalf of their 
respective institutions may also be of service to the science of 
obstetrics. 


CLINICAL AND PATHOLOGICAL REPoRTS OF THE Rotrunpa Hospirat, 
Dustin, ror 1906. 


By E. Hastings Tweedy, F.R.C.P.I., Master, and Arthur Holmes, 
M.B., Assistant Master; Pathological Report by R. J. Row- 
lette, M.D., Pathologist. 


Much interesting matter will be found in the Clinical and Patho- 
logical Reports of the Rotunda Hospital for the year ending 31st 
October, 1906. 

As in recent years the morbidity of the “intern” cases of the 
Maternity Department receives special consideration, and several 
tables bearing upon the different aspects of this subject are appended. 
The medical staff are to be congratulated upon reducing it to such 
a low figure as 43 per cent. Curiously enough the morbidity 
according to the British Medical Association standard is nearly twice 
as high as that calculated on the Rotunda standard, being 8°4 in 
the former and 4°3 in the latter. The Rotunda standard is a pulse 
rising above 90 together with a temperature above 99°F., and con- 
tinuing above these figures for the space of twenty-four hours; 
the British Medical Association standard is a temperature which 
reaches 100°F. on two occasions between the second and eighth day. 


Some of the eight fatal cases are of particular interest but 
to attribute three of the deaths to “labour shock” is hardly satis- 
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fying. The deaths are certainly peculiar for clinically there was 
no obvious cause. As there was no post mortem examination how- 
ever the cause of death cannot be stated and we certainly think it 
unfortunate to introduce such a term as “labour shock.” 

Amongst the six cases of accidental hemorrhage there was one 
where the hemorrhage was “concealed” and where the patient 
died. The case was really one of the “ mixed” variety and plugging 
was insufficient to arrest the bleeding. The author states, “I 
cannot believe that a case such as this is amenable to any known 
form of treatment.” 

In the six cases of placenta previa one mother died but her 
condition was hopeless when she was admitted to the hospital. 

Eight cases of eclampsia are briefly recorded; one of the patients 
died. The general treatment followed in eclampsia continues the 
same—non-interference obstetrically, every encouragement to elimi- 
nation, and morphia. 

The number of cases of contracted pelvis is not great—there 
are only 13 in all. Cesarean Section (1) successful; Forceps de- 
livery (3) 2 children alive and 1 dead; Version (2) both children 
dead; Expression (2) both alive; Spontaneous delivery (5) 4 alive, 
1 dead. 

Induction of labour is specially referred to by the Master, who 
in view of the high foetal mortality (57 per cent.) looks upon it 
with decided disfavour. 

The results obtained in prolapse of the funis are amongst the 
best—in ten cases all the children were born alive. The details 
of treatment are not given but the forceps was applied four times 
and version was performed once; presumably in the other five cases 
the delivery was spontaneous. 

Some interesting cases are recorded, such as those of hyperemesis, 
hydramnios and hydatidiform mole, but the most striking is one 
of “ventral hernia of the gravid uterus.” The patient’s condition 
when admitted to hospital is described as follows: “ A round dump- 
ling-like tumour with constricted neck lay beneath the abdominal 
skin and over-hung the pubes. The skin had ulcerated in several 
places and these ulcers were discharging foul matter.” Unex- 
pectedly the labour terminated spontaneously and a living child 
was born weighing 3} lbs. The patient left the hospital on the 
tenth day against the advice of the medical staff; the ulcers were 
still unhealed. 

The Pathologist’s report is somewhat scrappy as regards the 
descriptions of the post mortem examinations and the specimens. 
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There are several matters of interest, however, especially the fact 
that in two of the five cases of adeno-carcinoma of the uterus there 
were fibroids present. Among the 26 fibroids examined seven had 
undergone marked secondary change, while five had undergone “ grey 
necrobiosis,” one “red degeneration,” one “sarcomatous metamor- 
phosis.” One of the specimens referred to is of peculiar interest 
and is termed an endothelioma or perithelioma of the uterus. The 
report states, “ Certain small nodules under the peritoneum, however, 
attracted attention. Microscopic examination of these and of the 
serous surface generally showed masses of fairly large flat cells, 
arranged in somewhat columnar manner and infiltrating the muscle | 
bundles.” This condition was quite general over the whole fundus 
and can hardly be explained otherwise than as a malignant growth 
originating in the peritoneum.” We feel sorry this interesting speci- 
men is not more fully described. 

The most interesting table in the Pathologist’s report is table 4 
— Bacteriological Examination of Uterine Lochia in twenty-five 
morbid cases, showing the organisms isolated or observed. 


10 
10 
2 
Unrecognized Bacilli 
2 
5 


Diplococcus A. resembles the gonococcus but does not stain “ after 
Gram.” Diplococcus B. is “ probably the pneumococcus.” Both 
of the cases of streptococcic infection were very severe and one 


ended fatally. J. M. M. K. 


II. 
CurntcaL Report or QuEEN CHARLOTTE’s LytnG-1n Hosprrat, 
Lonpon, For 1906. 

This report is compiled on the same lines as that for 1905, which 
we noticed at the time of its publication. We will not, therefore, 
say more about its character, but at once proceed to the facts 
contained in it. 

During 1906, 1704 women were delivered in it—60 per cent. 
were primipare. The average time the patients stayed in the hosp- 
ital was 13 days. Ten women died—an average mortality of 0°58 
per cent. Two deaths were from sepsis; one of these occurred in a 
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patient who was certainly infected before admission. Two deaths 
were from hemorrhage from placenta previa. One of these placenta 
previa patients was admitted in a state of extreme exhaustion, and 
died two hours after admission. One patient died suddenly, it was 
believed, from embolism, but as no post mortem was allowed this 
is a conjecture. Another patient died from icterus gravis 45 
hours after delivery. One died from morbus cordis on the fourth 
day after delivery, and one from eclampsia, cyanosed, eight hours 
after delivery, in spite of the injection of saline solution. Another 
died from pneumonia and dilated heart on the third day after the 
successful management of a labour in which the placenta was previa. 
The remaining fatality was a death from cedema of the lungs fol- 
lowing eclampsia, 24 hours after delivery. 


The morbidity is calculated on severe lines. Every temperature 
that rises above 100 is taken to be morbid. With this as the 
definition the total morbidity was 21°2 per cent., 25 per cent. among 
primipare, 15°5 per cent. among multipare. If the morbidity were 
reckoned on the less strict definition recommended by the British 
Medical Association, viz., a temperature over 100 both morning and 
evening, or on the continental definition, viz., a temperature ex- 
ceeding 100°6, the percentage of morbidity would be considerably 
lower. 


There were twelve cases of placenta previa with three deaths, 
of which we have already spoken, and twenty-eight cases of acci- 
dental hemorrhage without any deaths. There were twelve cases 
of eclampsia with two deaths, referred to above. Czesarean section 
was performed eleven times, each time with success. 


Eighty-eight cases of “ pelvic contraction ” were admitted during 
the year. But we fail to find a definition of what “ pelvic con- 
traction” is. In only eighteen was the true conjugate measured. 
The maternal mortality was nil. The foetal mortality of those spon- 
taneously delivered at or near full term was 5°5 per cent., of those 
in which labour was induced prematurely 7°8 per cent., of those 
delivered by forceps 22°2 per cent., of those delivered by Caesarean 
section 9 per cent. We notice that manual rotation of the occiput 
forward in cases of occipito-posterior presentation was done 57 times. 


The total infantile mortality was 7°5 per cent. Eliminating the 
births of premature and macerated foetuses, the mortality comes 
down to 2°6 per cent. G. E. H. 
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Report oF THE Maternity DEPARTMENT oF Saint Mary’s Hosprrat, 
MANCHESTER, DURING THE YEAR 1906. 
By W. F. Shaw, M.D., Resident Surgical Officer. 


There were forty beds available for maternity cases if the four 
beds in four labour rooms and the eight beds in four “ isolation ” 
rooms are included. Labours are attended in the homes of the 
patients in the district, an area surrounding the Hospital which has 
a radius of about a mile and a half. The work is organized by the. 
Resident Surgical Officer who has under him four House Surgeons. 
The two Junior House Surgeons work within the Hospital only, while 
the two Senior House Surgeons also assist the Midwives who attend 
patients in their own homes. Members of the Honorary Staff attend 
on the request of the Resident Surgical Officer. 

Of the women who request attendance during labour, only multi- 
pare with good obstetric histories are treated at their own homes. 
Three classes of patients are admitted to the Wards. (1) Primi- 
gravide, multipare with bad histories and women suffering from 
disorders of pregnancy. (2) Cases of difficult or complicated labour 
occurring in the district and transferred from their own homes to 
the wards for treatment. (3) Cases of difficult and complicated 
labour sent in by medical men from an area extending for many 
miles around Manchester. These are not patients of the Hospital 
previous to their admission as “urgencies.” Thus the proportion 
of serious cases treated within the wards is very high, while the 
proportion of serious cases treated by the Hospital Staff in the homes 
of the patients is very low. 

Number of Patients, During the year 1906, 659 maternity 
patients were admitted to the hospital and 3,946 cases were attended 
at the homes of the patients, making a total of 4,605 cases. The 
Resident Staff visited a large number of patients in the district, 
sending the more serious cases into the hospital, and treating 202 
cases at home. Amongst these 202 cases, 80 were abortion, 26 repair 
of perineum, 33 retained placenta, 33 forceps, 12 hemorrhage, 9 
irregular presentations. 

Maternal Mortality. There were 16 deaths within the Hospital, 
giving a mortality for in-patients of 2°4 per cent. The mortality 
for all cases attended was 3°9 per thousand. The sixteen deaths in 
the hospital were as follows :—eclampsia 6; mitral disease 5; placenta 
previa 1; sepsis 2*; placenta previa followed by sepsis 2. 


* Two cases of sepsis: (1) admitted with a hydrocephalic head arrested by the 
retraction ring, the pelvis and legs of the child having been pulled off; (2) admitted 


after attempts at forceps delivery had been made, through an os which was only 
4 dilated. 
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Maternal Morbidity. The standard of morbidity used is that 
suggested by a Committee of the British Medical Association ap- 
pointed to consider the subject. Ifa patient’s temperature is found 
to be 100° or over twice within 24 hours (morning and evening one 
day or evening one day and morning the next day) the case is con- 
sidered to be morbid without reference to the state of the pulse. 
This standard is much more stringent than that used in some in- 
stitutions, where the temperature must remain above 100°4° for 24 
hours and must be accompanied by a rise in pulse rate before a 
case is considered morbid. By the above stringent standard, there 
were 61 morbid cases amongst the 659 in-patients giving a morbidity 
of 9°2 per cent. In some cases the rise of temperature was clearly 
due to disturbance in the respiratory organs, in the urinary organs, 
or in the intestines. There were six cases of septicemia (two fol- 
lowing placenta previa*) with four deaths. In many the rise of 
temperature could not be assigned to a definite cause. The majority 
of these indefinite cases were probably sapremic in nature, as a 
large number of them were admitted to the hospital after delivery 
had been attempted outside. 

By the less stringent criterion above mentioned there were 30 
cases of morbidity amongst the 659 patients, a morbidity of only 
4°5 per cent. 


COMPLICATIONS. 

Toxemia of Pregnancy. There were 16 patients admitted during 
pregnancy with albuminuria and other indications of toxemia; 8 
were primigravide and 8 multipare. All recovered under treatment. 
Ten of the patients were delivered of living children, two of them 
having twins. Four children were born dead, three of them being 
macerated. The other two patients went home in good health before 
the end of pregnancy. 

Eclampsia, There were 17 cases of eclamptic convulsions, all 
of which were treated within the hospital. Six women died (one 
of pneumonia). In three cases the patients were sent in on account 
of convulsions beginning after labour was over; two of these cases 
were fatal. Eight children (47 per cent.) were born alive. In one 
case a patient recovered from a severe eclamptic attack at the seventh 


* Two cases of placenta previa followed by sepsis; (1) admitted after severe 
flooding treated outside and delivered naturally next day; (2) admitted with vagina 
packed on account of hemorrhage and delivered of dead child by version. The above 
mentioned cases, like so many others, did not come under the care of the Hospital 
until the condition of the patients was already very grave. 
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month, and, after treatment in bed, was delivered of a living child 
six weeks later. The therapeutic measures used were purgatives, 
saline diaphoretics, hot packs, saline infusions into the subcutaneous 
tissue and venesection. Thyroid extract was given in six cases 
without definite result. Morphia was used in two cases. Delivery 
was completed with forceps in seven cases. In five cases the os was 
dilated manually from the size of a shilling, with forceps delivery 
in four and version in one. In these 5 cases of manual dilatation 
three children and four women survived. 

Heart Disease. Seven patients were admitted suffering from 
mitral lesions. One returned home relieved before labour, one was 
safely delivered in the hospital and five died. One died in the lift 
while being taken up to the wards and another died suddenly un- 
delivered and before treatment. One died during delivery by ver- 
sion, another two days after labour and another four days after 
labour. Three children were born alive. 

Placenta Previa. The cases of placenta previa treated within 
the hospital numbered 37. One was a primigravida, the remainder 
being multipare. One patient was pulseless on admission and died. 
Two died of sepsis, having been infected before they were admitted. 
Of the children, 20 were premature and 26 were born dead giving a 
mortality of 70 per cent. Delivery was natural in 11 cases; version 
was performed in 12 cases. Champetier de Ribes’s bag was used 
in three cases, the presentation being altered in each instance. The 
forceps was used in two cases and a laminaria tent was used in one 
case. Two cases of placenta previa were successfully treated at 
home. 

Accidental Hemorrhage. This complication was treated seven 
times in the hospital. The patients were all multipare. The 
seven children were born dead, two of them were premature, and two 
mothers had albuminuria. In three cases no interference was re- 
quired, one patient was delivered by forceps, in two the vagina was 
plugged and in one the membranes were ruptured. Two cases were 
attended at home, and one of the patients died before she could 
receive treatment. 

Post partum Hemorrhage. There was no serious case; but seven 
patients in the hospital and eight in the district received treatment 
by hot douche, bimanual manipulation or ergot. 

Prolapse of Cord. Out of the 4605 cases attended there were 
19 in which the cord was prolapsed. These form an interesting 
series. There were 13 vertex presentations, 2 footlings, one arm 
presentation, and four instances in which an arm came down beside 
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the head. Ten children were born dead, but five of these were 
dead before the condition was treated. Delivery was by foreeps in 
ten cases and by version in two. The mothers all recovered. 


OBSTETRIC OPERATIONS. 


Version. Turning was done 28 times within the hospital. There 
were nine cases of transverse lie. The other nineteen cases were 
examples of placenta previa, prolapse of the cord and other com- 
plications which are mentioned under the appropriate headings. 
External version was done once in the District in a case of trans- 
verse lie. 

Forceps. Of the 659 in-patients 51 were delivered by forceps, 
giving a forceps rate of 77 per cent. Of the 3,946 home-patients 
33 were delivered by forceps, or less than one per cent. The 
forceps rate for the whole 4605 labours was 1°8 per cent. 

The indication for the use of the forceps was delay with the 
head on the perineum in almost half the cases. In the 84 cases 
there were three maternal deaths. Two of these were due to 
eclampsia, and the third was due to sepsis in a woman with a 
contracted pelvis who was sent to the hospital after vigorous attempts 
to deliver her had been made through a partly dilated cervix. There 
were 26 deaths amongst the 84 children, 5 of these occurred in 
cases of eclampsia, 5 with prolapsed cord, 5 in delivery of the after- 
coming head, 3 in placenta previa, and 5 in cases of pelvic con- 
traction. 

Cesarean Section. Cesarean section was done in four cases of 
pelvic contraction, the mothers and children being discharged well 
in each case. One of these patients has now been delivered by 
section three times with success. 

Vaginal Hysterotomy and other operations. Vaginal hysterotomy 
was done in a case of albuminuria at the seventh month. The mother 
recovered. 

Abdominal hysterectomy was done in a case sent in with a 
ruptured uterus from a place several miles distant. The patient 
made a good recovery. Two patients were sent in with tumours 
obstructing labour, one being an ovarian dermoid and the other a 
cervical fibroid. These tumours were removed per vaginam with 
success. 

Induction of Premature Labour. Labour was induced for pelvic 
contraction in 16 cases. Delivery was spontaneous in 9 cases, was 
completed by forceps in 4 cases and by version in 3 cases. In 
one of these the shoulder presented while another was complicated 
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by placenta previa. The method used was the introduction of 
bougies supplemented, in six cases, by the use of Champetier de 
Ribes’s bag. Of the children 9 were born alive and seven dead. 
The mothers all left the hospital well. 

Craniotomy and Embryulcia. These operations, which were all 
done within the hospital, were 15 in number. The patients were, 
almost without exception, sent in after unsuccessful attempts to 
deliver had been made by medical men not connected with the 
hospital.* 

There was one death in the 15 cases. 

W. E. Foruerci4. 
IV. 


ANnvAL REPORT OF THE GOVERNMENT MATERNITY HospiTat, MADRAS, 
For 1905. 

This Report is signed by Major G. G. Gifford, I.M.S., and we 
must congratulate him upon the lucid manner in which the tables 
are presented. The work carried on in the Hospital is evidently 
of an extensive character since over two thousand women were 
delivered in the Hospital. Twenty-eight per cent. were primipare. 
Although one might expect to find records of very young primipare 
in the report of a tropical maternity hospital, the youngest of the 
primipare was fourteen years old, and only three were fifteen. 
The duration of labour averaged 11} hours in primipare and 8} 
in multipare. 

Turning to the mortality tables we find that forty mothers 
died, three before delivery. Most of the fatal cases were 
admitted to the Hospital in a moribund or infected condition. 
Six deaths were due to eclampsia out of thirty cases treated. The 
principal plan of treatment adopted was hypodermic injection of 
morphia with washing out of the stomach and the introduction of 
two pints of normal saline solution and purgatives into the empty 
stomach. Five cases were admitted moribund with rupture of the 
uterus and there were nine deaths from septicemia. 


* For example: Case 1 was sent in after the child’s body had been extracted, 
leaving the head behind, and with a traumatic vesico-vaginal fistula. Case 3, ad- 
mitted with the body born, the head and extended arms being impacted. Case 8, 
admitted after the child’s legs and pelvis had been pulled off, the body and a hydro- 
cephalic head remaining undelivered—death. Case 9 was to be admitted for 
Cesarean section, but coming into labour before time, the patient was sent from 
Yorkshire and arrived too late for section. Case 12: Transverse case admitted 7 
hours after rupture of membranes. Contracted pelvis, dead child, amputation of 
head. Case 15 admitted after amputation of head and removal of body ; craniotomy 
of retained head to deliver through small pelvis. 
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The ratio of still-births, excluding macerated infants, was 9°4 
per cent., the greater number being male infants. In addition to 
the 282 still-born infants 83 children died within the first ten days 


after delivery, thus raising the total infantile mortality to 15 per 
cent. 


Contraction of the pelvis is apparently somewhat rare in India, 
since labour was induced in only two cases for this condition, and 
the forceps was applied in nine. In four cases Cesarean section 
was performed for contraction of the pelvis. 


The forceps was employed in 152 cases or 1 in 1417 of all 
cases admitted. The infantile mortality in the forceps cases was 
22°4 per cent., and eight of the mothers died. We notice with 
some surprise that the third and fourth positions of the vertex were 
diagnosed in only eight cases. 


The statistics are very full and complete on every point with 
the exception of the morbidity of the Hospital. Nothing but a 
short table is given showing that eighty cases of septicemia and 
twenty-seven cases of sapremia occurred. The percentage of septic 
cases was 4°96. C. Nepean LONGRIDGE. 


Mepicat Report oF THE MonTREAL Lyr1nG-1n Hospitat ror 1906. 


This Report is the first issued since the rebuilding of the 
Hospital. That the modern building, surrounded on all sides by 
air space, and equipped in the most up-to-date manner, has already 
justified the expenditure involved in its construction, is shown by 
the facts that the work performed in the Hospital has nearly 
doubled, and that no case of child bed fever has occurred amongst 
the Hospital’s own patients. 


The Report does not make the exact number of deliveries in the 
Hospital very clear, but 448 patients were admitted during the 
year. The Hospital Staff is in the fortunate position of being able to 
admit and watch cases before delivery. No fewer than 199 patients 
remained in the Hospital 4,346 days before delivery, an average of 
21°8 days. It is, of course, very desirable that all lying-in hospitals 
should have sufficient space at their disposal to enable patients 
suffering from such abnormalities as pre-eclamptic toxemia, or 
slight ante-partum hemorrhage to be watched. The average stay of 
the patients after delivery was 146 days. 

There were eight maternal deaths during the year, the mortality 
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being 1'7 per cent. A short résumé of ‘each of the fatal cases is 
given. Five of the deaths were due to sepsis and the remaining 
three to toxemia. All these cases were taken to the Hospital 
after treatment by practitioners outside. Among the septic cases 
a case of pyelonephritis occurred, and there was an interesting 
case of septicemia, in which streptococci were obtained from both 
mother and child. It appeared that this was a case of auto-infection, 
the original focus being in the mother’s throat. Two eclamptic 
cases were brought in comatose and died. The third toxemic case 
was one of hyperemesis late in pregnancy, associated with acute 
hepatitis and fatty degeneration of the liver. 


The importance of the question of morbidity in the statistics of 
a lying-in hospital is insisted upon. The morbidity standard recom- 
mended by the British Medical Association and that employed at 
the Rotunda Hospital are both open to the objection that they do 
not include certain cases which, transient though they may be, are 
nevertheless definitely morbid. The writer of the Montreal report 
is in favour of the continental rule of regarding every case as 
morbid in which after the first day the temperature rises to 100°6°. 
At Queen Charlotte’s Hospital, London, any case in which the 
temperature exceeds 100° at any time during the puerperium is 
reckoned as a case of morbidity. Of the total 363 morbid cases— 
temperatures taken three times in the 24 hours—at the latter 
hospital the pyrexia did not last longer than one day in 210 cases 
and did not exceed 101° in 217 cases. If the mean of these two 
figures be deducted from the total number of morbid cases the 
corrected morbidity rate of the Hospital works out at 8°7 per cent. 
In the Montreal Hospital the temperatures are taken every four 
hours. The morbidity works out at 16 per cent. reckoned by the 
continental system, whereas when estimated by the Rotunda method 


it would only be 9°18 per cent.* 


The different standards of morbidity are as follows :— 
1. Continental. Any temperature rising to 100°6° or over. 


2. Rotunda. A temperature of or over 99° accompanied by a pulse rate of or over 90 
lasting for 24 hours. 


3. Queen Charlotte’s. Any temperature rising over 100°. 


4. British Medical Association. A temperature of 100°, on morning and evening: 
takings, of any one day. 


* A comparison has been made between the morbidity rates estimated by different 
methods of a sample month’s charts at Queen Charlotte’s. In April, 177 patients. 
were discharged after delivery, 68 being multipare and 109 primipare. 
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The number of cases of morbidity estimated by these various standards is shown 
in the following table :— 


Multipare. Primipare. 


Q.C.H. 7 


Turning to the infantile mortality, we find that there were 49 
deaths among 403 infants delivered or 12'1 per cent. Twenty-three 
. infants are classified as dead-born and ten as still-born, but the 
distinction between these terms is not made clear. Seven premature 
infants and nine others died. 

The Report is divided into sections dealing with pregnancy, 
labour, and the puerperium. Among the more important com- 
plications of pregnancy we notice sixteen cases of abortion, three 
cases of mitral stenosis, four cases of antepartum hemorrhage, and 
twenty-two cases of toxemia, albuminuria being included in the 
latter group. Limitations of space forbid reference to several inter- 
esting points among these cases. We cannot, however, refrain from 
referring to the value set upon blood pressure estimations in 
albuminuric cases and upon the nitrogen partition in toxemic cases. 
The expectant line is adopted in eclampsia with favourable results 
to the mother. Under labour there are 49 cases of forceps, 16 
cases of version and extraction,. Twenty cases of contracted pelvis 
were dealt with, pubiotomy being performed in one case. The 
placenta was removed manually in nine instances, and three cases 
of post-partum hemorrhage occurred. Among the puerperal com- 
plications there was an interesting case in which typhoid fever 
developed in a patient suffering from pregnancy toxemia; she 
had marked jaundice and suppression of urine. Perforation of the 
gut led to operation and confirmation of the diagnosis; she recovered. 
There are many other interesting details of treatment and general 
technique in this report to which one would like to allude were our 
space not limited. C. NerEan LONGRIDGE. 


VI. 
Tue AnnvuaL Report or THE Boston (U.S. A.) Lyrne-1n Hospitan 
FOR THE YEAR 1906—1Ts 74TH YEAR. 

(With a Statement about its Service to Patients, and the Public, 
its Managers, Physicians and Nurses, and an Account of 
its Work. The Names of its Officers, Medical Staff, Lady 
Visitors and Donors, its Finances and Statistics). 


The Boston Lying-in Hospital is an institution which has under- 
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gone many vicissitudes of fortune. After starting in 1832 in a 
small way the hospital continued its work until 1857, when it was 
compelled to close for lack of funds. In 1873, owing to the 
exertions and perseverance of Dr. William L. Richardson the work 
was again started in a single house containing eight beds. The 
hospital now contains fifty-two beds, and is thoroughly up to date 
in its accommodation. Dr. Richardson has now retired, after thirty- 
four years of watching over and guiding the continuous expansion 
of the Hospital. In view of his retirement it was thought desirable 
to publish a statement of the work which has been accomplished 
by the Hospital since 1873. We can imagine no more delicate way 
of showing to Dr. Richardson the esteem in which he is held by 
his colleagues, and their appreciation of the splendid work he has 
achieved and of the monument he has raised in their midst. 

The Boston Lying-in Hospital has two very salient claims to 
distinction. In 1884 the antiseptic treatment was adopted with 
brilliantly successful results. For whereas prior to the year 1885 
there were 69 deaths from septicemia out of 2661 patients treated, 
or 2°5 per cent., there have been since the adoption of antiseptics 
only 22 deaths from septicemia, out of 12,252 cases, or less than 
0°2 per cent. 

In 1894 the first Caesarean section was performed in the Hospital 
with success. Since then the operation has been performed 83 
times, in many of the cases under most adverse circumstances. The 
result has been fatal to the mother in only eight cases. In two 
cases the operation has been performed upon the same patient for 
the fourth time, and in several others for the second or third 
time. 

The important part which the Hospital has played in the intro- 
duction of antiseptics into midwifery practice, and the institution 
of the operation of Cesarean section, entitle it to rank among the 
famous lying-in hospitals of the civilized world. 

During 1906, 785 women were delivered in the Hospital, of whom 
fourteen died, seven of the deaths being due to eclampsia, and 
nine of the patients being moribund on admission. The average 
length of stay in the hospital was over 17 days. In the out-patient 
department 1864 women were attended without a single fatality. 
The infantile mortality in the intern department attained the some- 
what high figure of 99 or 11°3 per cent. Of this number 42 infants 
were still-born and 57 died after delivery. In the out-patient de- 
partment fifty infants were still-born and forty-two died after de- 
livery, a percentage mortality of 4°9. 
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In addition to the large amount of clinical work carried on, the 
Hospital is an important training school for students, midwives and 
monthly nurses. C. Nepean LonGRIDGE. 


REPORTS ON THE WoRK OF THE MIDWIVES IN CONNEXION WITH THE 
Victoria’s JUBILEE INstITUTE For Nurses For 1904, 
1905, anp 1906. (ENGLAND WALES.) 


For the past three years, the Inspectors and County Super- 
intendents of the Institute have, at the request of the Council 
and at the cost of much labour, sent in reports of the midwifery 
cases undertaken in England and Wales by Queen’s nurses and 
the Village nurses of the Institute.* From these local reports the 
officials of the Institute have compiled the valuable documents now 
before us. The number of cases reported on was 5,758 in 1904, 
8,322 in 1905, 11,502 in 1906, making a total for the three years 
of 25,582. 7 


The total number of maternal deaths amongst all the cases in 
England and Wales for the three years 1904, 5 and 6 was 94 or 
3°67 per thousand. In at least 19 of these cases death does not 
appear to have been directly attributable to childbirth. 


The infantile mortality for 1904 is not stated, but in the two 
years 1905 and 6 taken together there were, amongst the 19,824 
cases in England and Wales, 393 infant deaths and 597 still-births. 


A doctor was sent for in 8°9 per cent. of the midwives’ cases in 
1905 and in 9°9 per cent. in 1906. 


In 1904 the reports state that the doctor found it necessary to 
use the forceps in 438 (out of the 5758) cases=7°6 per cent. In 
Cumberland the proportion of forceps deliveries was much above 
the average, viz., 100 out of 594 cases=18'5 per cent. In 1905, 
the total percentage of forceps deliveries was 71 per cent., Cum- 
berland again distinguishing itself by a percentage of no less than 
25. In 1906, the forceps is reported to have been used in 600 
cases=17°8 per cent., an unaccountably high average, Cumberland 


*Lest the use of the term “nurses”? should convey an erroneous impression, it 
may be well to state that no nurse connected with the Institute is permitted to act 
as a midwife unless she possesses a midwife’s certificate. 

+The proportion of cases attended by the nurse-midwife alone, that is where 
either no doctor was engaged or no doctor was present at the time of childbirth, 
was a little higher in Wales than in England. Thus in England, it was 66 per cent. 
in 1905, and 70 per cent. in 1906; whereas in Wales, it was 72 per cent. in 1905 and 
73 per cent. in 1906. 
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still heading the list and even beating its previous record with a 
percentage of no less than 27.* 

More interesting and important than the percentage of forceps 
cases is the percentage of septic cases. It will be convenient in 
this respect to consider each of the three years separately. 

In 1904, amongst the 3,400 cases in which the nurse attended 
as midwife, there was only one death reported as having been due 
to septicemia. There were a few other non-fatal cases “in which 
the doctor was sent for because of a high temperature” but there 
was nothing in the reports to show whether these were or were not 
cases of sepsis. It is difficult therefore and indeed impossible to 
estimate the total number of septic cases (fatal and non-fatal). 
In order to ascertain the particulars of the fatal case a letter of 
inquiry was sent and the following additional details were obtained : 
The temperature rose on the second day; the doctor saw the patient 
on the third morning; she died on the ninth day. She had been 
ill for some weeks before her confinement but had refused to see 
a doctor. She was avery unhealthy woman. She had been attended 
by one of the Institute’s nurses in each of her previous confinements. 
On each occasion she had had a high temperature, so the nurse was 
prepared for it on this occasion and called in a doctor at once. 
The labour had been perfectly normal. It is specially noted, a 
propos of the question as to the safety of combining midwifery and 
district nursing, that the case occurred in a place where there was 
a district nurse as well as a midwife, so that the latter would not 
have to attend infectious or septic cases. 

In 1905, out of 8,322 cases there were 24 deaths due to causes 
connected with childbirth, and 11 deaths from independent causes 
(phthisis, Bright’s disease, etc.). The causes to which the 24 deaths 
connected with childbirth were attributed were as follows :— 

Craniotomy 

Placenta previa 
Eclampsia__.... 

Clot (1) and Embolism (2), 
Embolism and Mania... 
Accidental hemorrhage ... 
Puerperal fever 

Septic endocarditis .. 


Peritonitis (secondary) 
Drain poison . 


*For the sake of comparison it may be mentioned that in the case of a large 
lying-in hospital with a resident house-surgeon and many difficult cases, the average 
number of forceps cases calculated over a period of 3 years was 34 per cent. of the 
total number of deliveries. 
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It will probably be correct to classify the deaths under the last 
four headings as septic, in which case we have ten deaths due to 
sepsis out of 8,322 cases, a septic mortality of 0°12 per cent. 

One of the cases of puerperal fever is specially reported on by the 
Inspector for Wales who says there was “a fear that the patient had 
about her articles of clothing used by her husband” who had 
recently died in India from erysipelas. 

The same Inspector reports on the case of septic endocarditis. 
“The baby was born, vertex and full time, but the placenta was 
adherent. Dr. Williams was sent for and he peeled it away. This 
took place on May 7th at 7 p.m. The next morning, the temperature 
was 101°8°, and it never came down. Vaginal douches were given 

. but no intra-uterine [douches]. On the ninth day the case 
was handed over to the general nurse and she discovered pus. The 
patient had severe rigors, sometimes four or five in twenty-four 
hours, but no abdominal pain; in fact, she never complained of pain 
at all. She was a fine, strong woman. However, she gradually 
sank, her temperature going up to 107°, and she died on June the 
17th. The doctor diagnosed the case as septic endocarditis.” 

In 1906, out of 11,502 cases there were 34 deaths due to causes 
connected with childbirth and five deaths from independent causes 
(Bright’s disease, advanced heart-disease, enteric fever, etc.). 

The causes to which the 34 deaths connected with childbirth were 
attributed were as follows :— 


Eclampsia 


Embolism and Thrombosis ... ... 4 
Hemorrhage 
Peritonitis during pregnancy .. we 
Endometritis 


Puerperal sepsis ... 


No particulars are available in regard to the case of alleged 
death from peritonitis during pregnancy, so that the origin of the 
peritonitis must remain unknown. The cases of acknowledged 
puerperal sepsis are ten in number and we shall probably not be 
far wrong in regarding the endometritis as of a septic nature, so 
that we have eleven deaths due to sepsis out of 11,502 cases, a 
septic mortality of ‘095 per cent.* Brief notes are given of seven 


*For purposes of comparison it may be mentioned that the mean mortality from 
puerperal sepsis in England and Wales for the twenty-three years commencing with 
1881 and ending with 1903, was ‘237 per cent. In Scotland the percentage was a 
little lower (‘213 per cent.), and in Ireland a little higher (‘269 per cent.). 
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out of the eleven cases, but these do not call for special remark. 

We may conclude this notice of a very useful series of Reports 
by the following quotation from the 1905 Report. “In regard to 
the question of how the working women of England shall be supplied 
with attendance in childbirth, it would seem that for scattered 
rural districts a Queen’s nurse-midwife is the practical solution. 
In these districts there would not be enough midwifery alone to 
provide a livelihood for a well-trained woman, and the combination 
of non-infectious district nursing, undertaken by a woman thoroughly 
trained in antiseptic midwifery, and fully aware of the importance 
of extreme care and of sending in good time for medical assistance, 
would seem to present quite as safe a combination of employments 
as household charing and amateur nursing or as the still less 
desirable mixture of midwifery work with pig-killing, fish-gutting, 
and field work.” 

There are some interesting appendices on the fees charged in 
different parts of the country by medical practitioners when called 
in to the assistance of a midwife and on the various means that have 
been adopted by medical practitioners themselves (acting in com- 
bination in a given district) and by various local authorities to 
ensure payment of these fees, but these are matters that scarcely 
come within the scope of a scientific journal. C.J.C. 
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Nomenclature of Obstetric Terms 


REVIEW OF CURRENT LITERATURE. 


Basis for the introduction of a universally valid Nomenclature of 
Obstetric Terms. 

Hennine (C.). Archiv fiir Gyndkol. Bd. 81, p. 409.—This vocabulary of 
Henning presented to the Lisbon Congress, is reproduced by the editors of the 
Archiv fiir Gyndkologie as a help to students. The more usual terms of obstetrics 
are given in six languages. We are not sufficiently conversant with some of the 
foreign languages to criticise the work fully, but, in English, the use of words like 
“three twins” instead of triplets, or “mooncalf” instead of vesicular mole, is not 
only misleading, but might lead to rather strained relations between doctor and 
patient. Some of the terms are translated correctly, but again: “combined inquiry,” 
instead of bimanual examination, and “bloody flux” for both lochia and metrorrhagia 
do not convey the true meaning of the processes. H. T. Hicxs. 


The Nerves and Nervous Centres of the Uterus. 
La Torre (F.), Rome. Arch. di. Ginecol., 1907. Anno X., vol. i., N. 5.—The 
author’s researches extended over a considerable time and were carried out chiefly on 
bitches, after he had failed with moles, guinea-pigs, rabbits and other animals. The 
uteri of virginal and parous animals were employed. He chiefly followed the 
technique of Ramon y Cajal, that is, small pieces of tissue were fixed in ammoniated 
alcohol, stained in silver solution, reduced in hydrochinone, dehydrated in alcchol, 
cleared in xylol and imbedded in paraffin. He found great difficulty in determining 
the length of time for the staining, for some specimens remained unstained after 
20 days in 14 per cent. silver, while some were so deeply stained as to colour tissues 
obviously not nerves. Gold chloride and polychrome methylene blue both failed to 
reveal medullated fibres. He failed to find any fibres in the sub-glandular region. 
Staining with Weigert’s method showed that what he at first thought were nerves 
were merely strands of elastic tissue. He concludes that the nerves of the uterus * 
are from the sympathetic, that they have numerous ganglia and are found chiefly 
close to the peritoneum. He has not yet found them in the uterine wall close to the 
cavity or in the cervix; they accompany the blood-vessels, but their manner of 
termination was not determined. E. H. L. 0. 


On the reflex relations between the Mammary Glands and the 
Uterus, and the importance of reflex influences in general 
upon the Gravid and Non-gravid Uterus with reg: to its 
pathology and physiology. 

Kurprinowsky (E. M.). Archiv fiir Gynakol. Bd. 81, p. 340.—Even as far 
back as Hippocrates the connexion between the mammary gland and the uterus was 
recognized and put to practical use by cupping the breasts of menorrhagic women, 
and so reducing the hemorrhage. During the last century Scanzoni advised stimula- 
tion of the mammary gland as a means of inducing premature labour. Freund found 
a similar connexion between the thyroid gland and the uterus, and that the thyroid 
gland became enlarged after energetic stimulation of the uterus. The constant 
current applied to the nipple produces strong contraction in the pregnant uterus, and 
Freund recommends stimulation of the gland in this way for the induction of pre- 
mature labour and also for inertia. Mollath used currents of 7—12 milli-ampéres, 
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applying the damp electrode to the fundus and the electric cupper to the nipple for 
4—1 hour, and found that the katalytic action of the galvanic electricity caused con- 
siderable dilatation and “loosening” of the rigid soft parts, and at the same time 
produced strong uterine contractions, which lasted for hours and even days, and 
Mollath thus considers this form of stimulation to be a safe and efficacious method of 
exciting artificial labour pains. Kurdinowsky does not think that electric stimulation 
is superior to any other form of mechanical stimulation. He draws attention to the 
delayed involution seen in mothers who do not nurse their babies. His experiments 
on animals showed that the non-gravid uterus responded equally well to stimulation 
of the mammary gland. He therefore tried the effect of stimulating other, remote 
parts of the body such for instance as the ears, and found that the sensation of any 
strong pain produced uterine contractions. In the same way he believes that 
stimulation of the uterus has a reflex action on other organs, and that this fact may 
explain many of the symptoms accompanying menstruation, and also the more or 
less constant changes produced in the female organism during pregnancy, especially 
in the early months; he considers hyperemesis gravidarum to be a reflex neurosis. 
His final conclusions are: (1) That the uterus responds readily to any, even remote 
stimulation. (2) That this sensitiveness also exists in the reverse way, that is, that 
the stimulation of a gravid or diseased uterus may produce a definite abnormality in 
other and even remote organs. (3) That reflex influences play an important part in 
the physiology and pathology of the gravid and non-gravid uterus. H. T. Hicks. 


Appendicitis in Pregnancy, with six cases. 

Lockyer (CurHBERT). International Clinics, 1907. Vol. ii., p. 177.—The six cases 
here narrated would not be of any help in deciding whether pregnancy disposes a 
woman to appendicitis, but the author seems inclined to the view of v. Winckel and 
others, that it does not do so. It is generally agreed that pregnancy may exert an 
unfavourable influence on an old or recently inflamed appendix, but that it does not 
do so invariably, as Hlawececk asserts, is proved by the first case in which the 
attacks of pain subsided during the first pregnancy. How far pregnancy may be 
affected by appendicitis, depends entirely on the gravity of the latter; in mild cases, 
pregnancy is undisturbed, in severe ones, abortion or miscarriage generally ensues. In 
acute appendicitis labour is attended by grave danger, and in childbed there is a 
form of fever due to appendicitis; the B. coli has been found in the lochia and the 
uterine wall, and in the foetus. Dragging the diseased tissues into the small pelvis 
may lead to a pelvic abscess. One of the cases was fatal from perforation of the 
appendix in the seventh month, leading to general peritonitis. Frankel in a similar 
case thought that the death was not due to the abortion but that the severe infection 
caused the abortion and the death. Severe appendicitis in pregnancy is a very fatal 
complication for mother and child. In 31 cases operated upon during pregnancy, 
18 aborted with death of the child (58 per cent.) and 14 mothers died (45°1 per cent.) ; 
in 24 cases not operated on 6 died (25 per cent.). As regards treatment, the pregnancy 
should be ignored. Should an abscess form in the pouch of Douglas it should be 
opened and drained. If labour has commenced when the diagnosis is made, the 
appendix should not be dealt with till after delivery. 


Why the Vermiform Appendix should be removed in gynzcological 
operations. 

Pankow, Freiburg. Mtinchener m. Wchnschr., 1907. No, 30, p. 1,475.—It has 
been estimated by Kelly, Edebohls and others, that the appendix is diseased in 
10 per cent. of all women who submit to laparotomy for myomata, ovarian tumours 
or other pelvic diseases, but this estimate, according to Pankow, is far too low. In 
147 such cases microscopical examination detected definite evidence of appendicitis 
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in 82, and it was only in 36 instances that the appendix could be described as really 
normal. The proportion of appendicular disease in these 147 cases was as high 
therefore as 60 per cent. Pankow believes that the frequency of affections of the 
appendix accounts for many cases of infection of the tubes and ovaries, and must 
not be overlooked as taking a large part in the origin of adnexal diseases. Appendi- 
citis is a common cause of peritoneal adhesions leading to the occlusion of the 
abdominal ostium of the Fallopian tube and consequent sterility, and explains many 
such cases in which gonorrhoea can be excluded. Pains in the right hypogastrium 
attributed to the ovary are in many cases due to inflammation of the appendix. 
Pankow, therefore, advocates the removal of the appendix in all cases of laparotomy, 
and insists that the necessity for this removal is an additional reason for preferring 
the abdominal to the vaginal route in all operations for disease of the female pelvic 
organs. E. Scorr CARMICHAEL. 


Hyperemesis Gravidarum. 

Crorron (W. M.). Brit. Med. Journ., 1907. Vol. i., p. 1,480.—The writer has 
treated two cases of hyperemesis gravidarum, as well as milder cases of morning sick- 
ness, with acetyl salicylic acid (in 5 or 10-grain doses with meals) with uniform success. 
Equally good results were obtained in a case of vomiting and nausea in tuberculous 
peritonitis where the uterus was pushed forward by a mass in Douglas’s pouch, prob- 
ably owing to localized tuberculous peritonitis cut off by adhesions from the general 
peritoneal cavity. Frank E. Tayzor. 


The Pathogenesis of Puerperal Eclampsia. 

D’Ercuia (F.), Bari. Archivio Italiano di Ginecologia., 1907. Anno X. Vol. i., 
N. 5.—The author discusses the various hypotheses of writers on this subject, and 
gives cases of his own, with descriptions of the anatomical lesions found. He con- 
cludes that eclampsia arises in various ways. He distinguishes two main types: (a) 
That arising from lack of toleration of the syncytiotoxins, either from idiosyncracy, 
or because they are not neutralized by some antibodies, or because they pass into 
the circulation in excessive quantity, or because, owing to incompetence of the para- 
thyroids, they are not neutralized. (b) Eclampsia, similarly of foetal origin, but, 
accounted for by renal or hepatic incompetence; or of uterine origin, from toxic 
products of endometritis, or from insufficient metabolism in the interchange of fetal 
and maternal products or, finally, from the passage into the circulation of intestinal 
products. He mentions also some cases which seem to show that some families are 
peculiarly liable to eclampsia. E. H. L. O. 


A Case of Cerebro-spinal Meningitis during Pregnancy. 
Wiuramson. Lancet, 1907. Vol. ii., p. 227.—The case here recorded is that of 
a girl of 18 years and 9 months, who died in labour from cerebro-spinal meningitis. 
The condition of the patient was so serious when first seen that it was felt that no 
obstetrical interference would be of any avail in obviating a fatal result to either 
mother or child. At the autopsy the signs of a cerebro-spinal meningitis were mani- 
fest, and the uterus was found to contain a full-term male child. The infant was 
well developed, and its skin was free from the purpuric eruption which was present 
on the mother’s. Unfortunately, no bacteriological examination was made as the 
case occurred in the earlier stage of the Belfast epidemic before such examinations 
had become the routine practice. J.S.F. 


Dystocia from Encephalocele. 

Daviss (L. G.). Brit. Med. Journ., 1907. Vol. i., p. 1,479.—The writer records 
a case of labour in an octi-para, in the fourth face position, obstructed by a fluctuating 
tumour near the head. After podalic version, the after-coming head was expelled. 
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It was accompanied by a gush of sanious fluid and the disappearance of the “tumour ” 
from the uterus. The child was dead. The mother made a satisfactory recovery. 
The swelling was due to a large encephalocele which sprang from the occiput and 
when empty and pendant reached to the sacrum. The sac walls were formed of skin, 
brain membranes and expanded brain-cortex. The sac cavity communicated freely 
with the cerebral ventricles. There was no other abnormality. Frank E. Taytor. 


Dystocia following Ventrofixation of the Uterus. 
Hourpon (ExizasetH). Amer. Journ. Obstet., 1907. Vol. lvi., p. 24.—In cases 
where the uterus is merely suspended by slight adhesions to the parietal peritoneum, 
the course of a subsequent pregnancy and labour is practically normal. Serious 
trouble only occurs when the uterus is fixed by broad dense adhesions. The chief 
complications which may follow ventrofixation of the uterus are: excessive pain, 
hyperemesis, abortion or premature delivery, dystocia due to upward and backward 
displacement of the cervix, asymmetrical expansion of the uterus, and transverse 
position of the foetus; rupture of the uterus, and inertia due to excessive thinning of 
the posterior wall. Extreme elevation of the cervix is one of the commonest causes 
of dystocia following ventrofixation ; during labour, the cervix may be drawn up still 
further and the force of the uterine contractions acts in the direction of the sacrum 
instead of in the pelvic axis. When the fundus is rigidly fixed, the normal upward 
expansion of the anterior uterine wall is impeded and it doubles in and undergoes 
irregular expansion. This may be compensated by the backward displacement of the 
cervix which allows a certain amount of downward expansion of the anterior wall. 
In some cases, however, this downward expansion does not take place, but the 
anterior wall forms a tumour-like mass encroaching on the pelvic brim. It is probable 
that the anterior wall hypertrophies pari passu with the posterior wall, but in order 
to accommodate itself to the space between the cervix and the fixation, doubles upon 
itself forming a sort of shelf or ridge. In three cases of Cesarean section performed 
on account of dystocia following ventrofixation, it was found on liberating the 
adhesions before incising the uterus that the uterus in all cases immediately returned 
to its normal position, thus proving that the anterior wall had undergone the natural 
hypertrophy. Two cases illustrating the same phenomenon are narrated in which an 
operation was performed with the idea of bringing about ventrofixation of the 
uterus, but ventrofixation actually took place. In each case at term the fundus was 
found lying just above the umbilicus, the lower part of the abdominal scar was 
retracted and the cervix was drawn so far upwards and backwards as to be only 
accessible by introducing the half hand into the vagina. A firm tumour-like mass was 
found encroaching upon the anterior part of the pelvis, and the child was lying in a 
transverse position. In both cases laparotomy was performed, and dense bands of 
tissue were found extending from the scar to the fundus of the uterus. When these 
bands were freed the uterus immediately rose to its normal position. The abdomen 
was closed and on vaginal examination the cervix was found in its normal situation. 
Labour in both cases soon took place spontaneously, but in the second the child was 
unfortunately lost, owing to prolapse of the hands and cord. 
C. Nepean Loncrince. 


Czsarean Section for Hydatid Cyst. 

Lirscoms. Australasian Med. Gazette, March 20th, 1907, p. 124.—The Cesarean 
operation was performed in this case on account of a large cystic swelling blocking 
the pelvis and thought to be of ovarian origin. After delivery of the child and 
suture of the uterus, the cyst was found to be a hydatid completely filling up 
Douglas’s pouch. The abdomen was closed and 14 days later, ie., after the lochia 
had ceased, the hydatid was opened and drained through the posterior fornix. The 
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author knows of no other case where Cesarean section was done for hydatid cyst, but 
mentions a similar case recorded in Australia in which the nature of the obstructing 


cyst was diagnosed before operation; the cyst was opened per vaginam and the 
patient delivered per vias naturales. J.S.F. 


Vaginal Czsarean Section. 

Savace (SMALLWoop). Birmingham Medical Review, June, 1907, records two cases 
in which he performed this operation, in one for carcinoma of the cervix, in the other 
for placenta previa. The operation consists in dividing the whole length of the cervix 
in the middle line anteriorly with scissors; after separating the bladder the incision is 
carried through the internal os so as to open up the cavity of the uterus. The general 
indications for the operation are, an undilatable or imperfectly dilated cervix with 
danger to the life of the mother or child. In his first case, labour was obstructed by 
a friable fungating growth in the posterior lip of the cervix, but after splitting up 
the cervix, a healthy child was extracted by forceps. The uterus was then removed 
by the vagina. The immediate result to mother and child was good, but the mother 
died, within six months, from recurrence of the growth. 

Cases of carcinoma of the cervix complicating labour are generally inoperable, and 
the most that can be hoped for in such cases is the birth of a living child and relief 
to the obstructed labour. Vaginal Cesarean section will allow delivery with rapidity, 
ease, and a minimum traumatism. The operation produces little shock, and has a 
lower immediate mortality than the abdominal methods. But if there is any chance 
of removing the growth, Savage in future would adopt the abdominal method, as he 
considers it impossible to remove the disease efficiently by the vaginal route. 

In the case of placenta previa, the patient had profuse hemorrhage before he 
saw her. She was anemic, felt faint, and had a pulse of 108. The pre- 
sentation was transverse, the cervical canal unobliterated, the internal os felt like a 
rigid ring, and the placenta was centrally situated. After slitting up the cervix, the 
placenta was separated as far as the finger could reach all round, and a foot brought 
down ; delivery was effected in five minutes. The incision in the cervix was sewn up. 
Mcther and child progressed well. Savage adopted this method because immediate 
delivery was imperative to avoid the risk of further hemorrhage. He does not re- 
commend the procedure as a routine treatment of placenta previa, but when re- 
peated hemorrhages have occurred and the risk of any further bleeding to the mother 
would be great, and when the cervix is obliterated, he considers vaginal Cesarean 
section to be the safest of all the rapid methods of emptying the uterus. Rapid 
manual dilatation or dilatation by Bossi’s dilator may readily lead to extensive and 
irreparable lacerations, perhaps fatal from hemorrhage or sepsis. Slow dilatation, 
whether by the child’s leg or the hydrostatic bag, has a low maternal but high feetal 
' mortality, and cannot be relied upon to prevent further hemorrhage. Vaginal 
Cesarean section has the advantage of giving the child an exceedingly good chance of 
life without jeopardizing the life of the mother. There are many cases in which, in 
spite of repeated hemorrhages, there is time to make all suitable arrangements. These 
would yield at all events as good results by vaginal section as by slow dilatation. 
The method is capable of effecting delivery in a few minutes without risk of further 
hemorrhage. Savage has successfully treated two other cases of placenta previa by 
vaginal section. H.G. K. 


Vaginal Czsarean Section in Placenta Previa. 

Carurant (M.). Archivio Ital. di Gin., Anno X., vol. i., N. 3, 1907.—Dr. Caturani 
discusses the literature and the general indications for the operation which he 
describes. He prefers this hystero-cervicotomy to any means of dilating the cervix 
in cases of hemorrhage occurring in pregnancy or even during labour, if the cervix 
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be hard and undilated. It gives a better chance of saving the child than Braxton 
Hicks’s bipolar version. Dr. Caturani gives an illustrative case; the edges of the 
incisions in the cervix are held in forceps till they are sutured. E. H. L. 0. 


Operations for Widening the Pelvis. 

ZweEIFEL, Leipzig. Miinchener med. Wehnschr., 1907. No. 23, S. 1,149, reporting 
to the German Gynecological Society at Dresden, said :—Symphyseotomy and 
Hebosteotomy are etymologically correct terms denoting operations which may 
be performed by the open method or subcutaneously. The first symphyseotomy 
was performed by Sigault in 1777, the first hebosteotomy by Pestalozza, with a 
wire saw as suggested by Gigli, and in each instance by the open method after 
division of the soft parts investing the bones. In 1904 Déderlein published his 
method of sawing through the bones subcutaneously, the wire saw being passed from 
above downards behind the pubes under the guidance of the finger. Kannegeisser 
of Leopold’s klinik reported a modification of this method in which the needle carry- 
ing the saw was introduced from above downwards without any preliminary incision 
of the integuments. Walcher and Bumm (Stéckel) in their modification (subcutaneous 
hebosteotomy by simple puncture) used a special needle passed from below upwards. 
The subperiosteal method proposed by Tandler was carried out by Henkel. Over the 
horizontal ramus of the os pubis an incision was made down to the periosteum, the 
latter was detached by a raspatory and the saw was introduced from above down- 
wards between the periosteum and the bone. The most recent proposition is that of 
subcutaneous symphyseotomy, by Zweifel himself. A longitudinal incision is made in 
the linea alba, and after pushing away the bladder, the cartilage is divided from 
behind forwards as deeply as may be witha probepointed knife; one of Bumm’s needles 
directed downwards is then passed through the skin 1 cm. above the clitoris and the 
point carried close under or through the lower margin of the ligamentum arcuatum 
and then upwards behind the symphysis, and the saw is attached to it and drawn 
out below. The needle is then introduced in front of the cartilage from the 
first incision to the point where it pierced the skin, and the end of the saw is 
drawn upwards and outwards so that the saw surrounds the whole of the cartilage, 
and the undivided portion of this and the ligamentum arcuatum is cut through in a 
few strokes. The incision in the linea alba is then closed. Should any remains of 
the ligamentum arcuatum not give way and prove an obstacle to delivery, they 
may be cut through under control from the vagina, by a probepointed bistoury intro- 
duced through the puncture. 

The open methods of symphyseotomy and hebosteotomy may be compared with 
each other, and the subcutaneous methods also with one another, but not the open 
with the subcutaneous. Nor can the old open method of symphyseotomy be com- 
pared with more recent ones without reserve, for they differ in technique and asepsis 
and also in regard to the indications which have become more defined. The sub- 
cutaneous methods are less liable to wound infection and more favourable for fever- 
free recovery. 

To permit an appreciation of the value of symphyseotomy and hebosteotomy the 
advantages and disadvantages of the two proceedings may be compared. 

The open methods of symphyseotomy and hebosteotomy :-— 

(1) The chief advantage of symphyseotomy is the soft, yielding cicatrix which, 
while not interfering with the woman’s use of her legs, allows her spontaneous delivery 
in subsequent labours. This is not to be hoped for after hebosteotomy, as then 
the bones unite with firm callus. The few known cases of spontaneous or operative 
delivery in subsequent labours after hebosteotomy cannot be placed to the credit of 
that operation. At all events they do not compare with the number of women 
delivered spontaneously after symphyseotomy, many of them several times. 
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(2) The enlargement of the pelvis is about the same after each of the operations. 
Zweifel’s view that the side with the longer lever, that is the right side after hebosteo- 
tomy on the left side, enlarges more than the other, is proved by experiment. 

(3) In hebosteotomy the urethra is not injured, but a little skill will prevent such 
injury in symphyseotomy. On the other hand, there is great danger for the bladder 
in subcutaneous hebosteotomy by simple puncture. 

(4) Hemorrhage from injury to the erectile tissues occurs after the enlargement of 
the pelvis by either operation, but can always be controlled by compression and 
tamponade. In every kind of hebosteotomy, the subperiosteal perhaps excepted, some 
injury of the arteria pudenda interna, though not a serious one, is to be expected. 

(5) It is a fundamental principle for all operations for widening the pelvis, to 
allow labour to take its own course. Zweifel has never seen deep vaginal lacerations 
when he waited, though such occurred when the forceps was applied to the head 
arrested high up and in two cases of expression by Kristeller’s method. 

The subcutaneous methods have the advantage that (a) they injure the soft parts 
less than the open ones, and (b) that the wounds in the skin and the fascia are closed 
immediately after the division of the pelvic ring. 

(1) The capability of dilatation of the pelvis in subsequent labours is certainly 
greater after symphyseotomy. 

(2) In subcutaneous symphyseotomy, the capability of dilatation is rather greater 
owing to the division of the ligamentum arcuatum. In one case Zweifel saw the 
pubes separate to the extent of a handbreadth. Some instances of insufficient dilata- 
tion have been reported after subcutaneous hebosteotomy. Sellheim found by experi- 
ment, that to obtain the same degree of separation, three times the force was 
necessary in subcutaneous hebosteotomy as in open hebosteotomy or symphyseotomy. 

(3) It cannot yet be decided whether vaginal lacerations are less common after 
subcutaneous hebosteotomy or subcutaneous symphyseotomy, and it is questionable 
whether such lacerations can be avoided in the application of the high forceps after 
hebosteotomy : in any case the best way to avoid them is to allow the labour to 
proceed spontaneously. 

(4) In subcutaneous symphyseotomy only veins and erectile tissue are wounded and 
no hematoma is formed. In 52 cases of open symphyseotomy of his own, Zweifel did 
not have a single hematoma. On the other hand, the large hematomata occurring 
after subcutaneous hebosteotomy show that the injured arteries are not harmless. 
Moreover, if the asepsis be not perfect, the danger to the patients is extreme. 

(5) Expectant treatment of the labour gives the best results. After subcutaneous 
hebosteotomy, venous thromboses in the legs are common, and their explanation is as 
yet not satisfactory. Zweifel had 4 cases of phlegmasia alba dolens among 12 sub- 
cutaneous symphyseotomies; these were all attended by vaginal lacerations; the first 
days of childbed were normal, then there was fever followed by venous thromboses. 

(6) It has been objected against symphyseotomy that cartilage does not heal so 
well as bone and that the symphysis is a joint; but neither assertion is correct. 
Under true asepsis cartilage and. bone heal just in the same way, and anatomical 
research as well as Zweifel’s experience shows that there is no joint cavity in the 
symphysis. Nor is there any truth in the objection that the power of locomotion is 
injured by symphyseotomy. Any interference with getting about seen by Zweifel was 
merely temporary, or if prolonged was due to faulty indications; no permanent or 
incurable cases have been reported. On the repetition of symphyseotomy (which is 
hardly ever necessary) injuries to the bladder owing to adhesions need no longer be 
feared. Baisch has recently thrown doubt on the permanent enlargement of the pelvis 
after symphyseotomy, and suggested the formation of a loose joint, but Zweifel insists 
that no such loose joint affected any of his patients. The ends of the bone are to 
some extent movable but this is desirable. There is no loss of function whatever; all 
patients examined shortly after symphyseotomy had unimpaired use of their legs, 
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could walk and leap without the use of any pelvic bandage and among them were 
several who recovered from the operation without any setback and afterwards bore 
one or more large children spontaneously. . 

Indications and results. The indications for all the operations for widening 
the pelvis, are the same when the dangers incurred are the same. They can therefore 
all be discussed together. 


(1) In flat and generally contracted flat pelves with a C.V. below 6'5cm., the 
enlargement of the pelvis by operation is excluded as entailing too great danger to the 
sacro-iliac symphysis. The upper limit cannot be defined as the size of the child has 
to be taken into account; but one would not willingly undertake such an operation 
with a C.V. of more than 8'5cm. 


(2) Conditions necessary are: that the child is alive, that there are good uterine 
contractions and no fever, and that the posterior joints of the pelvis are movable. 

Of the alternative procedures, the high forceps will seldom need consideration since 
a C.V. of 8cm. is the lower limit for it. That to justify version is not much lower 
for with a true conjugate between 7°9 and 7°5 the extraction may be extremely difficult. 
Prophylactic version is not to be recommended with a C.V. shorter than 8 cm. 
Cesarean section will be greatly limited and happily also perforation of the living 
child. 

Results. At the Leipzig klinik, 52 open symphyseotomies have been performed, 
3 mothers dying and 4 children being born dead. There have been 12 subcutaneous 
symphyseotomies with very good results; 2 open and 1 subcutaneous hebosteotomies. 
The maternal mortality in Cesarean section has been 4°8 per cent., the infantile 
hardly appreciable. In flat, and, generally contracted flat pelves of the first degree 
(C.V. from 8'5 to 80 cm.) the spontaneous births in primipare were 85°7 per cent. and 
81°7 per cent., the general mortality of the children 13°7 per cent.; in multipare 
85°7 and 83°7 per cent. and 9°7 per cent. respectively. In contracted pelves of the 
second degree, the proportion of spontaneous births was only about half that in those 
with a C.V. of or more than 80cm. Except after Cesarean section or symphyseotomy 
there was no maternal mortality. The use of the high forceps in pelves of this degree 
will continue to become less frequent, and will only occur when, for special reasons 
symphyseotomy and Cesarean section are excluded, and when perforation is decided upon 
in case the forceps fails. In private practice, however, the forceps will continue to be 
used as before. The induction of premature labour for contracted pelvis also will havea 
more contracted field owing to the good results of subcutaneous symphyseotomy. Zweifel 
concurs with Litzmann that the induction of labour, though indicated in the second 
degree of contraction, is not so in the first save by complications such as an unusually 
large child. The infantile mortality, especially with children of normal size, even in 
contracted pelves of the second degree (80cm. to 70cm), is materially less after 
symphyseotomy than after the induction of labour. It is especially in the cases 
in which the induction of labour is permissible that in future operations for widening 
the pelvis will prove most valuable. In contracted pelvis of the third degree (6°9— 
55cm.) the choice lies between Cesarean section and perforation as the permanent 
results of the induction of labour are very unsatisfactory. 


Post-partum Hzmorrhage and its Treatment. 

DE Lee (JosePH B.), Chicago. International Clinics, 1907. Vol. ii., pp. 147—176. 
Though post-partum hemorrhage, strictly speaking, means hemorrhage after the 
placenta is delivered, the author deliberately includes under the term all hemorrhages 
occurring during the third stage and in the few hours immediately following the 
delivery of the placenta. He classifies the causes of such hemorrhage as (a) lacera- 
tions of the parturient canal; (6) atony or anomalous retraction of the uterus; (c) 
diseases of the blood or blood-vessels. In cases of placenta previa post partum 
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hemorrhage is not often due to atony of the uterus, but rather to tears of the cervix 
which may constitute an appalling complication, and as to these he refers to a previous 
article of his own (ibidem, 1907, vol. i.). Most of the fatal cases of post-partum 
hemorrhages, however, are due to atony, or to insufficient retraction or contraction of 
the uterus. The causes of such atony are discussed at length : Improper conduct of the 
third stage of labour is a fertile source of anomalous action of the uterus in de Lee’s 
opinion, and the majority of post-partum hemorrhages are due to this cause. 
Hemophilia is rare but usually causes severe hemorrhage, and de Lee thinks that a 
temporary hemophilic condition of the blood may be induced by syphilis, malaria, 
leukemia and certain metallic and alkaloidal poisons. Scurvy, morbus maculosus 
Werlhoffi, and certain forms of anemia, may lead to profuse hemorrhage. Women 
vary greatly in their ability to stand hemorrhage: the pulse is the best criterion of 
the severity of the bleeding. It is however astonishing how much blood a woman 
can lose and survive. Ahlfeld concluded from several thousand observations that a 
loss up to 800 grams is normal, and that a healthy woman of average weight may 
safely lose a quart. De Lee does not concur in this; recovery is more satisfactory 
when the loss does not exceed 400 grams, and the larger loss does interfere with 
lactation. Hemorrhage should be stopped as early as may be; the thinner the blood 
the less it is disposed to clot. Though the absolutely fatal cases are few, the sequele 
are serious, thrombosis, embolism and sepsis are more common after severe hemor- 
rhage, as well as permanent debility and neurasthenia. No time should be lost in 
precising the diagnosis; act promptly. If the placenta is in the uterus try massage, 
failing this, expression, or, if necessary, manual removal. If the placenta has been 
expelled try massage, ergot, hot uterine douching and clearing out the uterine cavity, 
or compression of the uterus in anteflexion; failing these successively, uterine 
tamponade. In the after-treatment, the patient must be kept warm, with the foot 
of her bed raised as much as two feet higher than the head; hypodermics of sal 
volatile and camphorated oil may be given; and nourishment as soon as she can take 
it, but hypodermoclysis is the most efficient help in desperate or even severe cases. 

De Lee, however, insists that during gestation, prophylaxis is always to be kept 
in mind. Note must be taken of the family and personal history of the patient, of 
her having had endometritis or floodings in previous labours. During labour, while 
undue interference is to be avoided in every stage, and the complete dilatation of the 
cervix is to be secured, the patient must not be allowed to become exhausted. More- 
over the obstetrician should not only be master of all methods, surgical and otherwise, 
of controlling hemorrhage, but should have with him all instruments and appliances 
possibly to be required, and a supply of sterilized hot water should always be pro- 
vided. He insists on the use of india rubber gloves; that no hemorrhage ought to 
prevent the disinfection of the lower genitalia before the introduction of the hand to 
remove the placenta; when the placenta has been detached, the uterus should be 
allowed to expel it with the hand, and the uterus should be afterwards re-explored, 
and, as the smooth indiarubber is not adapted like the finger-nail to detach any still 
adherent remains, the finger-tips should be covered with gauze to rub them away. 
Compression of the aorta is mentioned as a useful temporary means of control, also 
Henkel’s method of seizing the uterine arteries in bullet forceps, as very occasionally 
to be used, and a method, attributed to Parsenow, of arresting hemorrhage from the 
uterine vessels by drawing the cervix downwards with a volsella; the effect of this 
maneuvre, we thought, was known to all gynecologists, and also that when the 
uterus was released, the bleeding was very apt to recur. The article, a very well- 
written and comprehensive one on the whole, is illustrated by 26 figures, and is 
worth study, it is the more a pity that it is blemished by some mistakes. The 
rendering of metric measurements on page 157 is loosely inaccurate, a litre is certainly 
not a little more than a quart, though it is a good deal more than a reputed quart 
(35°196 :26°33 oz.). Page 175 does not fit smoothly after page 174. 
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Suppurating Vaginal Cysts. 

Hewuier (J. B.). Brit. Med. Journ., 1907. Vol. ii., p. 76.—Suppuration in 
vaginal cysts is a rare condition. Hellier records two cases: (1) A girl, aged 17, 
suffered from severe purulent leucorrhea. The hymen was normal. A soft oval 
swelling occupied the anterior vaginal wall, extending from near the meatus urinarius 
to the cervix. It was discharging by a small aperture near the os uteri. Incision 
and drainage soon cured the abscess. (2) A spinster, aged 35, had symptoms which 
she ascribed to influenza. At the same time a very offensive purulent vaginal dis- 
charge appeared and was found to be due to an abscess in the anterior vaginal wall. 
The external genitals were reddened and inflamed, but no pain or other local 
symptom was complained of. The vagina was of virgin type. The cyst wall was 
incised and a considerable quantity of thin fetid pus was let out. Hellier considers 
it most probable that both these cysts were derived from Gartner’s duct and that 
there was no gonorrhea in either case. Apart from pregnancy and the puerperal 
state, only four causes of very offensive vaginal discharge are at all common: (1) 
retained pessaries or foreign bodies, (2) malignant disease, (3) necrotic myomata or 
polypi, and (4) discharging sinuses or fistulz. Frank E. Taytor. 


The Comparative Physiology of Menstruation and the Allied 
Processes. 

MarswHatt (F. H. A.). International Clinics, 1907. Vol. ii., pp. 190—7.—The 
stages in the menstrual cycle of women are four: rest, growth, destruction and re- 
cuperation. In mammals the estrual cycle has been divided into the ancestrum or 
resting stage; the procstrum, a stage of growth and congestion followed by 
one of destruction with loss of more or less blood; the cestrus or stage of 
desire and normal coition; and if pregnancy does not follow, a short metcstrum, a 
return of the genitals to the normal condition. It is the procestrum and not the 
entire period of heat (procestrum and cestrus) that is homologous with menstruation 
in women. The normal time for ovulation and fertilization in a lower mammal is 
after the procestrum, and Sigismund’s theory of menstruation is untenable, it is not 
an undoing of preparation for a fertilized ovum. Beard’s theory is also untenable, 
the procestrum cannot represent an abortion of something prepared for an ovum 
discharged several months after the preceding “heat.” The entire procestrual 
or menstrual process, the stage of degeneration as well as that of growth, is 
of the nature of a preparation for an ovum discharged normally (at any rate in the 
lower mammals) in the period immediately succeeding the prowstrum. There are 
reasons to believe that, primitively at anyrate, ovulation in women occurred during 
a definite oestrus succeeding a prowstrum. Marshall, after reviewing the facts 
ascertained by experiment, concludes :—The ovary is an organ providing an internal 
secretion which is elaborated by the follicular epithelial cells or by the interstitial 
cells of the stroma. This secretion circulating in the blood induces a series of changes 
which assist in causing the phenomena of “heat” and menstruation. After ovulation, 
which occurs normally in the lower animals during a definite cestrus, the corpus 
luteum is formed, and this organ elaborates a further secretion, the presence of which 
is essential for the changes taking place during the attachment and development of 
the embryo in the first stages of pregnancy. It follows that the effects produced by 
the administration of ovarian extract must vary according to the condition (cstrual, 
nonestrual or pregnant) of the animals from which the extract is obtained. 


Some Practical Considerations of Dysmenorrheea, especially its 
Treatment. 


Patmer (Cuauncey D.), Cincinnati. International Clinics, 1907. Vol. ii., pp. 
198—211.—No theory of painful menstruation has been so prominently put forward 
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as that the pain is the result of some obstruction to the passage of the menstrual 
flow. The explanation is direct, simple and plausible; in a certain proportion of 
cases, obstructions in the uterine canal do exist, and the idea is apparently sub- 
stantiated by a very common method of treatment, dilating the uterine canal, which 
was practised by such eminent men as James Y. Simpson, Marion Sims and Robert 
Barnes. Fortunately few gynecologists endorse this theory to-day. Frequently 
there is no well-defined relation between painful menstruation and the condition of 
the uterus. The pain may be absent or present irrespective of the quantity or 
duration of the flow; the canal may be perfectly patulous, in by far the greater 
proportion of cases of painful menstruation no obstruction is to be detected, and 
when an obstruction is found the pain may, or may not, be relieved by its removal. 
We must therefore conclude not only that dysmenorrheea is not obstructive in all of 
its kinds and in all cases, but that, as a factor in the production of pain, an impedi- 
ment to the menstrual flux rarely exists. Dysmenorrheea may be properly divided 
into the following varieties: the neuralgic, the congestive or inflammatory, the 
obstructive, and the membranous. The division is useful in practice though the 
dividing lines cannot always be well defined. Dysmenorrhea may in its origin and 
causation be either constitutional or local. It is essentially a functional disorder of 
the uterus. In the neuralgic form no local disease may be detected, or if such 
disease be found, its cure may not in the least diminish the pain. When the uterus 
is displaced it is reasonable to attribute the pain to congestion, which precedes the 
displacement quite as often as it results from it, but the neurotic element is the chief 
and only cause in many cases, and is present more or less in all, irrespective of the 
variety of the disease. Membranous dysmenorrhea, according to Raciborski and 
Simpson, is an exfoliative endometritis, and is the most obstinate form to combat. 
In all cases of dysmenorrhea in young unmarried women the treatment, at all 
events for a time, should be purely constitutional. And as nothing increases the sus- 
ceptibility of the nervous system to pain so much as the constant use of anodynes, no 
opium in any form, or tar products, should be recommended. The tinctures of 
pulsatilla or acte#a racemosa often prove beneficial, and in rheumatic cases the 
salicylates and guaiacum. Cannabis indica seems indicated when ovarian neuralgia is 
present, and is certainly preferable to opium. In the intervals the constitutional 
treatment implies the correction of all defective hygienic habits: most patients will 
need iron and other tonics, arsenic if the menstrual flow be profuse, and bichloride 
of mercury with hydrastis if there be endometritis. In chronic endometritis, dilata- 
tion with curettage is, if properly performed, safe and almost always beneficial. 
Odphorectomy simply to stop menstruation and prevent recurrences of dysmenor- 
rhoea is unjustifiable. Intra-uterine medication may be employed (Churchill’s tincture 
of iodine, iodized phenol, or icthyol) to supplement dilatation and curettage, but 
alone is seldom satisfactory. If there be stenosis or flexion of the cervical canal, or 
a pinhole cervix, free dilatation, sharp curettage and thorough packing, with possibly 
some intra-uterine medication, promise much. But the best means of making the 
cervical canal permanently patent is intra-uterine galvanization, with the cathode in 
the uterus. Theoretically, electricity seems to be clearly indicated in many cases of 
painful menstruation, and experience has fully substantiated this view. A faithful 
use of intra-uterine galvanization is an alternative to the use of the curette for 
membranous dysmenorrhea, and will cure when the curette has failed. In com- 
bination with suitable local and general treatment electricity has given brilliant results 
in dysmenorrhea whether the pain has preceded, accompanied, or followed the 
menstrual flow. 


Styptol in Uterine Hemorrhage. 
Lockyer. Folia Therapeutica, July, 1907. No. 3, p. 76.—This paper includes 
more than is indicated by its title, for it begins with a summary of 9 cases of 
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dysmenorrhea, of which 7 were relieved of menstrual and ovarian pain, 2 were not. 
One of the failures was a case of infantile uterus, the other a case of membranous 
dysmenorrhea. Of 7 cases of neoplasm (fibro-myoma, 6 cases; ovarian cyst, 1 case), 
styptol was successful in controlling metrorrhagia in 5. The two failures are ex- 
plained in one case by the fibroid undergoing sarcomatous change and in the other 
by the presence of a severe cardiac lesion. The writer considers that the results he 
obtained in eight cases of diseased appendages are sufficient to show that in the 
earlier and milder forms of tubal and ovarian inflammation styptol has a beneficial 
effect in checking the secondary menorrhagia. This is due to the fact that such 
lesions are always associated with a pre-existing endometritis, and it is the latter 
which is favourably influenced by the uterine hemostatic. After giving short notes 
of 7 cases of uterine enlargement in which it was used, he sums up his experience of 
the drug as follows: “In my opinion, styptol is principally of value in uterine 
inflammatory lesions, such as the above, and although I have only cited 7 cases, 
this is the class in which I use the drug most extensively. It has proved of service 
also in the menorrhagia of young girls where no abnormality could be found, and also 
in threatened abortion in the early months before dilatation of the os uteri... . It 
is a drug which, in moderate doses, can be taken over long periods and apparently 
without any bad effects, unless it be that a “habit” is acquired. Of the value of 
styptol as a uterine hemostatic and sedative combined, I have firmly convinced 
myself.” References to the recent German and English literature on this drug are 
appended. J.8.F. 


Traumatic Displacement of the Non-gravid Uterus. 

Cuase (CARROLL). Amer. Journ. Obstet., 1907. Vol. lvi., p. 59.—This subject 
has an important medico-legal aspect since cases, mostly railway negligence suits, are 
not uncommon in which the chief or only injury consists in an alleged uterine dis- 
placement due to violence. Two cases of this nature are described. A virgin, 17 
years of age, had a bicycle accident which resulted in a violent blow upon the 
buttocks. Three hours afterwards she was seen and found in a state of slight shock. 
She was nauseated and had vomited. She complained bitterly of pain and bearing- 
down sensations in the sacral regions and some desire to defecate. Rectal examina- 
tion revealed a uterus, rather below the average size, firmly wedged into the hollow of 
the sacrum. Upon sufficient pressure from below it sprang back into its normal 
position with immediate and complete relief of the symptoms. 

The second case must be unique since the patient was being treated for sterility 
and was examined on the day before the accident took place. The uterus was then 
found anteflexed in a normal position. The patient fell off some steps upon her 
buttocks. Seen an hour and a half after the accident, she complained of nausea and 
headache, and of intense pain and bearing-down sensations in the sacral region. 
Vaginal examination showed a retroverted, prolapsed, and incarcerated uterus which 
was restored to its normal position by considerable pressure applied to the pouch of 
Douglas, with immediate relief of the symptoms. C. Nepean Loncripce. 


Conditions resulting from the Injuries to the Pelvic Floor; and 
Prophylaxis. 

Sampson. Albany med. Annals, May, 1907, p. 432.—Although this paper does not 
contain anything of an original character it is profusely illustrated with diagrams 
representing the action of the muscles of the pelvic floor and the consequences of 
damage to its structure. The conditions arising from a weakened pelvic floor are 
considered under the following heads: (1) Those with a generally relaxed or 
weakened pelvic floor. (2) Those with a rectocele as the prominent feature. (3) 
Those with a cystocele as the prominent feature. (4) Those with uterine displace- 
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ments either independent of, or caused by, the weakened pelvic floor, which may be 
subdivided as follows: (a) Retroversion and beginning descensus. (b) Prolapse of 
the entire uterus. (c) Elongation of the uterus and uterine descensus. (d) Retro- 
flexion of the uterus. 

Prophylaxis is considered under (1) the avoidance of injury during childbirth, 
(2) the careful suture of all lacerations, and (3) the early repair of the conditions 
caused by injuries to the pelvic floor before their remote effects have taken place. 

J.S.F. 


Prolapsus Uteri with a new method of Ventrofixation. 

Spancaro (S.), Padua. Archivio Italiano di Ginecologia, 1907. Anno X., vol. i., 
N. 3.—Dr. Spangaro describes his operation, which fulfils the indications of keeping 
up the uterus and of not being damaged by subsequent pregnancies; this last is 
assured by sterilizing the woman, by resecting a portion of the tubes and covering 
the stump with a peritoneal coat. The uterus is brought up to a wound in the mid- 
abdominal line; a silk stitch is passed through the fascia, muscle and peritoneum on 
one side, through the back of the uterus and out on the opposite side, through peri- 
toneum, muscle and fascia. Another similar stitch is passed lower down; these 
stitches are not tied across in the usual way, but the ends of the two are fastened 
together on each side, making a sort of mattress suture. Before these are tied the 
peritoneum is closed behind the uterus and the fascia is closed in front, the stitches 
over the uterus including that organ. The best results are obtained if a double 
colporrhaphy be performed first. E. H. L. 0. 


Uterine Myoma extending by continuous growth in the vena cava 
into the auricle of the heart. 

Dirck. Miinchener m. Wehnschr., 1907. No. 28, S. 1,154.—The author reported 
to the Munich Medical Society the following case. A woman of 48 years of age, in 
the course of 15 years underwent 5 operations for uterine myoma and died three 
hours after the last (total extirpation) under symptoms of suffocation. At the 
autopsy he found an uninterrupted columnar tumour which extended from the stump 
of the vena hypogastrica through the vena cava inferior and projected 5cm. into the 
right auricle; apart from it there were several smaller, short, rounded, cylindrical 
tumours between the pectinate muscles of the auricle; no pulmonary metastases. 
The tumour proved to be a simple fibromyoma similar to the one removed with the 
uterus. Dirck holds the use of the term “benignant” in regard to a tumour not to 
be justified by anatomical examination alone. 


Uterine Stone. 

Funke. Deutsche med, Wehnschr., 1907. No. 33, S. 1,855.—Funke records the 
case of a woman aged 71 years, who had had several children, and for four months 
had had a profuse bloody uterine discharge. There were marked abdominal tympanitis 
and tenderness, preventing thorough examination without an anesthetic. Per 
vaginam the cervix was found to be dilated by a blue-black mass projecting through 
it. A necrotic myoma was diagnosed. The uterus was firmly fixed. The tumour 
when grasped with a forceps was found to be capable of being easily removed by 
twisting. The consistence was very hard, the tumour throughout being calcified. 
An X-ray photograph showed that the tumour was not solid throughout, but was 
porous, resembling coral or a calcified sponge. E. 8S. CarmicHaegt. 


Is Cancer transmissible and curable ? 
Barnsripce (W. 8.), New York. Boston Med. Surg. Journ, June 27, 1907.—The 
author attributes the growing fear of cancer, shown by people of all classes, to the 
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acceptation of heredity, congenital transmission, infection, and contagion as causal factors 
in the production of the disease, mainly owing to the exploitation of the subject in 
the newspaper press. He reviews the evidence available and concludes: (1) The 
hereditary and congenital origins of cancer require more study before any definite 
conclusion can be formulated about them. (2) As far as we know at present they 
offer no cause for alarm. (3) It is not proved that cancer is either contagious or 
infectious. (4) The evidence that it is so is so incomplete and inconclusive that 
the public need not consider it. (5) In cancer the same precautions should be used 
as in the case of any ulcer or open wound. (6) The danger of acquiring cancer acci- 
dentally, is far less than that of so contracting typhoid fever, syphilis or tuber- 
culosis. (7) In the case of cancer there is more danger to the attendant in regard to 
septic infection and blood poisoning than of acquiring cancer. (8) The communica- 
tion of cancer from man to man rarely if ever occurs, and its possibility may be dis- 
regarded. (9) In cancer, as in all other diseases, attention to diet, exercise and 
proper hygienic surroundings is of the utmost importance. (10) Cancer is local in its 
beginning. (11) Cancer when accessible may, in its incipiency, be so completely 
removed by radical operation that the chances are overwhelming in favour of its 
non-recurrence. (12) Even when the disease has advanced beyond hope of cure, 
suffering may in many cases be palliated and life prolonged by surgical treatment. 
(18) Whatever hope other methods of treatment may offer to the victims of the 
disease, the evidence is conclusive that, for operable cases, surgery offers the surest 
means of cure. 


A Case of True Implantation Carcinoma. 

ZURHELLE (E.). Archiv fiir Gyndkol. B. 81, p. 353.—Zurhelle reports a case of 
implantation carcinoma in which a tumour, the size of an apple, was removed from 
the abdominal scar 3 months after Wertheim’s operation for carcinoma of the cervix. 
Histologically the cervical growth and the tumour showed the same structure, and as 
the metastasis was limited to one spot, and was not connected with the blood or 
lymph current, and, also, as the intervening structures were perfectly healthy, he 
considers this as a true case of implantation metastasis caused through the direct 
contact of a small particle of growth with the cut surface of the abdominal wall 
during the operation. H. T. Hicks. 


Cancer of the Ovary in connection with Cancer of the Stomach, 
Intestines and Bile Passages. 

Govtiioup (M.), Lyons. Revue de Gynécol. et de Chirurg. Abd., March—April, 
1907.—Goullioud reports five cases and draws the following conclusions: It is not 
uncommon to see double malignant ovarian tumours develop in the course of, or after, 
operation for cancer of the stomach, intestines, or bile passages. These tumours may 
be of two histologically different types, in which case they are of independent origin. 
It may also happen that cancer of the ovary gives rise on the intestine to tumours, 
which simulate primary growths of the gut. In most cases, however, the malignant 
ovarian tumours ought to be considered as metastatic in origin. 

These considerations have not only a theoretical interest; there are also practical 
results. It is necessary in dealing with scirrhus of the pylorus to search for possible 
growth in the ovaries before operating and perhaps to do so even in the course of 
laparotomy for that disease. Conversely in cases of double malignant disease of the 
ovaries it is necessary to examine minutely the stomach and the gut, especially when 
there is vomiting or ascites. The malignancy of ovarian tumours coincident with or 
consequent upon cancer of the digestive tract is extreme. A bibliography is added. 

G. F. SmitH. 
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Investigations on the Interstitial Ovarian Gland in the Human 
Being. 

Wattart (W.). Archiv fiir Gyndkol. Bd. 81, p. 271.—In animals, according to 
Limon, these gland-cells originate in the cells of the theca interna of the enlarged 
follicle which becomes fat-granules, and a brown pigment is formed in the protoplasm. 
This transformation of the theca interna occurs simultaneously with the degeneration 
of the membrana granulosa of the ovum. The cavity of the follicle is filled with 
young reticulated connective tissue which, later on, shrivels up greatly. Thus this 
structure resembles a small corpus luteum. Frankel’s conclusions are that in the 
human adult no such structure is found, while Seitz agrees with Wallart whose in- 
vestigations lead him to believe in the existence of an interstitial ovarian gland, in 
woman as in animals. He examined 67 pairs of human ovaries, from individuals of 
various ages, ranging from the newborn to 91 years, his chief aim being to get a clear 
picture of the fat granules, the brown pigment, the nuclei and the net of capillaries, 
which he says form the characteristic constituents of the gland. 

He comes to the conclusion that the human ovary undoubtedly possesses an inter- 
stitial gland, which is most strongly developed in the period of life from birth to 
puberty. After puberty, the glandular tissue takes a secondary place in comparison 
with other ovarian structures, but it again becomes highly developed during preg- 
nancy. The author declares that the so-called proliferation of lutein cells during 
vesicular mole and malignant chorion-epithelioma is in reality proliferation of 
interstitial gland-tissue, and that the large so-called lutein cysts, also originate from 
the same source. The gland formation atrophies at the menopause. 

The fatty deposits vary with the age of the tissue of the theca interna. In the 
early stages it is delicate, in the later stages larger, almost lumpy. At the menopause 
the author often met with large drops of fat in the cells, and a small dark nucleus 
embedded in the fat. He cannot yet satisfactorily explain the presence of the brown 
pigment, giving an iron reaction. The network of capillaries closely resembles that 
found in the corpus luteum. The atrophied follicles are mostly found in the sub- 
cortical region. The shape and consistence of the cells of the interstitial ovarian 
gland resemble in many ways those of the supra-renal glands. 

In addition to fat granules, plasmosomes are found, and Wallart believes that 
most of these altered elements of the theca interna are cells which, in addition to fat, 
may secrete other substances, and that further investigations may throw more light . 
upon the importance of the interstitial ovarian gland as a secreting organ. 

H. T. Hicxs. 


On Structures resembling Ova found in Ovarian Tumours. 

Brau (A.). Archiv fiir Gynakol. Bd. 81, p. 421.—As the literature with regard 
to the structures resembling the primordial ovum is very scanty, Blau reports the 
following case. A right sided ovarian tumour, the size of an orange, was removed 
from a patient aged 33. The tumour was mostly solid except at the periphery where 
there were numerous cysts, and in addition to a definite capsule it was invested by a 
fine layer of ovarian tissue. Microscopically, it exhibited two distinct forms of 
epithelial proliferation: the one forming compact rounded nests, lying in hollow 
spaces without any intermediate stroma, and containing irregular, but clearly defined, 
hyaline masses and hollow spaces with fine granular contents, round which the 
epithelial cells show a radiating disposition; these nests the author calls 
Zellzapfen. In the other, the round and oval spaces, in which the proliferating 
epithelial cells are lying, are rich in vascular stroma, and the radiating arrangement 
of the cells is not evident. The shape of the epithelial cells varies greatly, the basal 
cells being cylindrical, the central cells round or irregular with large nuclei. The 
Zellzapfen seen in the connective tissue are not solid and give the impression of 
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empty spaces. These structures, which resemble primordial ova, give the tumour its 
characteristic appearance, either showing cylindrical cells in the shape of epithelial 
tubes and bands, like those found in adeno-carcinoma, or showing no glandular dis- 
position, the cells growing irregularly. 

The author believes this tumour, which has formerly been wrongly described as 
the primordial ovum, to be a carcinoma with hyaline degeneration of the stroma, 
producing in parts an appearance simulating a cylindroma. H. T. Hicks. 


Uterine Hemorrhage and Ovarian Disease. 

Maine (W. H.). Brit. Med. Journ., 1907. Vol. i., p. 1,480.—Thirteen years 
after the menopause, a quartipara, aged 57, had periodic uterine hemorrhage in 
association with the development of cystic ovarian disease. The points of interest in 
the case are: (1) that a uterine hemorrhage, so closely resembling an ordinary 
menstrual flux, occurred so long after the menopause; (2) that its onset was 
apparently simultaneous with the commencement of the cystic disease of the (left) 
ovary; (3) that it continued to appear at regular intervals during the whole period 
of the growth of the ovarian cyst; and (4) that it was completely checked by 
ovariotomy. Frank E. Taytor. 


The Value and Fate of Belated Ovaries. 

Buianp-Sutton. Med. Press and Circular, July 31, 1907, p. 108.—The writer 
urges the importance of leaving one ovary, or a portion of one, in pelvic operations 
upon women under the age of 40. Even a small portion of ovarian tissue will prevent 
the immediate onset of the symptoms of the menopause. After 40 the ovary rapidly 
becomes atrophied and the menopause may ensue in the course of a few months after 
operation. J.8.F. 


Cystic Swelling of the Ovaries associated with Hydatidiform Mole. 

Govttioup (M.). Revue de Gynécol. et de Chirurg. Abd., January—February, 
1907.—A 2-para, 25 years of age, who was 4 months pregnant for the third time, had 
been losing slightly and suffering from “uterine colic” for 2 months. The fundus 
uteri could be felt at the level of the umbilicus, and on each side there was an oval 
tumour of about the size of a foetal head at term. Three weeks later a hydatidiform 
mole was expelled. On the third day after the delivery of the mole the patient was 
pale and anemic and had a pulse of 120 and a temperature of 100° to 104°7°F. The 
fundus uteri was two fingers’ breadths below the navel and the two tumours had 
descended to the same level and were slightly tender at their edges. During the 
next few days the temperature varied between 102°2° and 104°F., and the pulse 
between 100 and 120. Intra-uterine injections were given at this time. Seventeen 
days after the expulsion of the mole phlebitis set in in the left leg. Eighteen days 
after the onset of the phlebitis some clots were expelled and the temperature rose 
rapidly from 100°4° to 105°4°F. There was now no tenderness around the uterus and 
the tumours, though still present, were smaller. There were signs of embolism at 
the base of the right lung and the liver was found to be enlarged. Four days after 
this the pelvic organs were examined. The uterus was found to be well involuted 
and to be in good position, but on the side of the right appendages and close behind 
the pubic bone was a smooth, elongated, and slightly movable tumour, rather 
smaller than a hen’s egg. The left ovary, the size of a tangerine orange, was not 
tender, and lay against the anterior abdominal wall. Four days after this examina- 
tion the temperature was 104°F., the pulse 140, and the urine very dark and highly 
albuminous. The left kidney was tender and enlarged, and the lower edge of the 
liver lay two fingers’ breadths below the false ribs. Ten days later the patient was 
discharged from hospital with the phlebitis almost gone and with no signs in the 
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lungs, liver, or kidneys. Her general condition was poor. She was pale and had no 
appetite. The uterus was normal in size, but the ovaries were slightly enlarged and 
still very anterior. 

The patient was seen four months later and again one year later; she was quite 
well and her pelvic organs were normal. Two years after the expulsion of the mole 
an abortion of a normal ovum occurred at the fourth month. One year after this 
abortion the patient was quite well and her pelvic organs were normal. 

Arguing from this case Goullioud says that ovariotomy, which is usual in such 
cases, ought not to be done. The ovaries removed from these cases have always been 
histologically benign. In this case they did not lose their function and a subsequent 
embryo was normal. Ovariotomy is only necessary where torsion has occurred. 

G. F. Darwatt Smits. 


Observations on the A&tiology and Treatment of Chorionepi- 
thelioma, especially on the Treatment of Hydatid Mole. 

Kromer. Deutsche med. Wcehnschr., 1907. No. 81, 32 and 33.—In 3,542 
pregnancies in Pfannenstiel’s klinik, 15 cases of hydatid mole occurred. From 
normal pregnancies 2 cases of chorion epithelioma followed, or a percentage of ‘05 per 
cent., while of the 15 cases of hydatid mole, 5 were followed by chorion epithelioma, 
giving a percentage of 334 per cent. 

Statistics seem to show that the mortality is higher and the tendency to metastatic 
growths greater in cases of chorionepithelioma following normal pregnancy. 

The author reviews 17 cases of hydatid mole recorded in the Breslau and Giessen 
kliniks. Fifteen of these cases were multipare. The age of the patients varied from 
20 to 51 years. Affections of the kidney were present in more than half the cases, 
there being acute hemorrhagic nephritis in two instances. This would seem to point 
to an extreme degree of toxicity acting on the kidneys. 

In discussing the malignancy of those cases following normal pregnancy, Krémer 
draws attention to their extremely rapid course as compared with those following 
hydatid mole. In the three cases recorded, in which the diagnosis had been made as 
early as possible, glandular affection and metastatic growths were present, so that 
they were inoperable. The mortality shows a death rate of 100 per cent. in those 
cases following simple birth, while in those following hydatid mole only 14 per cent. 
ended fatally. 

It is important to make an early diagnosis, and for this purpose simple curetting 
is not sufficient. After hydatid mole the case should be kept strictly under super- 
vision, and any irregularity, such as slight bleeding or anemia, should be an indication 
for splitting up the uterus and carefully examining its interior. 

The treatment recommended is vaginal extirpation in septic cases, but in all others 
the radical abdominal operation, with removal of glands and parametric tissue. 

E. CarMIcHAEL. 


Adenomyoma Corporis Uteri with Tuberculosis. 

Grinpaum (E.). Archiv fiir Gyndkol. Bd. 81, p. 383.—The author, who has 
only been able to trace 3 cases of this kind recorded in the literature, gives a short 
history of a case of his own, operated upon by Professor Landau, in which a large 
adenomyoma of the body of the uterus was permeated with small tuberculous 
nodules. The myometrium contained a great number of tuberculous foci undergoing 
cheesy degeneration. Microscopically, the tubercles were seen either surrounded by 
a wall of round cells or lying in masses of detritus. Typical tuberculous processes 
were seen, especially in sections through the right endometrium where scarcely any 
glands were left. In one section the author describes an isolated epithelial tubercle 
surrounded by muscle fibre and containing a large Langhans cell. 
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The previous history of the patient showed that she had formerly suffered from 
pulmonary tuberculosis, and the author suggests that the endometrium was second- 
arily infected from an old focus in the lungs by way of the blood current and that 
from the endometrium, the tubercles invaded the adenomyoma corpori uteri. 


H. T. Hicks. 


Tuberculosis of an Adenomyoma of the Uterus. 


ArcHaMBauLt (J. L.) and Pearce (R. M.). Revue de Gynécol. et de Chirurg. 
Abd., January—February, 1907.—The case recorded in this paper is claimed as 
unique, being one in which there were independent infections, through the blood 
stream, of one tube and of the tumour, though both were secondary to pulmonary 
phthisis. There was no sign of tuberculosis of the endometrium or of the peritoneum, 
but typical tuberculous systems were found in the tumour and in the right tube. 
There was chronic fibrous perimetritis and perisalpingitis. The uterus, tumour, and 
tubes were removed by operation. This patient had been under observation for some 
considerable time, so that the pulmonary phthisis was known to be long antecedent 
to the pelvic tubercle. G. F. Darwatt Smiru. 


Papilloma of Fallopian Tubes: Hydrops Profluens: Malignant 
Degeneration after Operation. 

Danet (M.). Journ. des Sciences méd. de Lille, August 10th, 1907, p. 121.—The 
patient was a married woman aged 49. Her only child was 29 years of age, and she 
had never aborted nor been subject to any pelvic disease or irregularity of the 
catamenia. About one year before admission into hospital she began to suffer from 
pains in the left side of the abdomen. They were constant but varied in severity. 
The periods became irregular, the show lasted for five or six days but never con- 
tained clots, and the abdominal pains during that space of time grew worse. The 
patient complained especially of a very free watery discharge from the vagina during 
the past six months. Sometimes over one pint and a half of fluid came away during 
twenty-four hours. A hard mass was detected in the hypogastrium, reaching half- 
way up to the umbilicus and apparently continuous with the cervix. It was diagnosed 
as a uterine tumour of uncertain nature. Professor Duret of Lille operated on 
December 15th, 1905. The tumour consisted of the Fallopian tubes converted into 
tense cysts of the size of an orange. The right tube, almost free from adhesions, 
was easily removed. The left was strongly adherent and burst during extraction. 
The left ovary could not be thoroughly detached from dense adhesions, a portion 
only was taken away with the cyst. The patient recovered from the operation. The 
two cystic tubes were found to be stuffed with papillary masses. Danel examined 
sections from the growths in both tubes and concluded that it was not evident 
whether they were the product of inflammatory changes, papillomatous salpingitis in 
fact, or were new growths from the first, that is to say papilloma. He could not 
detect any histological appearances indicating malignancy. The patient was re- 
admitted into hospital in August, 1906, for a large incisional hernia; the abdominal 
wound had been sutured in three layers. When the hernia was repaired, a fibrous 
mass, apparently made up of adhesions, was detected in the left side of the pelvic 
cavity, and nothing more. Yet early in November the patient was admitted into 
hospital for the third time, suffering from ascites and firm, ill-circumscribed masses, 
could be felt in the left iliac fossa. The general health seemed but little impaired. 
An exploratory incision was made and extensive cancerous deposits were found in 
the pelvis, on the intestines, and in the tissues of the abdominal wound. A few 
days later the abdomen was much distended with ascitic fluid. The author gives no 
further after-history. From what was detected in the tumour in this case, Danel is 
inclined to think that primary cancer of the tube does not necessarily develop within 
an area of tissues altered by chronic inflammation. ABaN Doran. 
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Ectopic Gestation with special reference to the treatment of Tubal 
upture. 

Ross (Hunter). Amer. Journ. Obstet., 1907. Vol. lvi., p. 6.—The object of 
this paper is to consider the treatment of those cases in which the patient is found 
in a state of collapse following the rupture of an ectopic gestation. The surgeon may 
elect to operate immediately, or to wait, in some cases long enough to make it 
evident that no operation at all is necessary. The operate-immediately school hold 
that on opening the abdomen the bleeding as a rule is continuing, but that may easily 
be due to manipulations. The waiting school do not believe that a woman can lose 
her life simply from the effects of bleeding from a ruptured tube. 

The most interesting part of the paper is that dealing with some experiments 
which were carried out on dogs, with the object of finding out how they would 
stand severe intra-abdominal hemorrhage. The abdomen was opened under ether 
anesthesia. Various operations were then carried out of progressing severity, each 
operation dividing large blood vessels which were left to bleed. The abdomen was 
then closed. At first the broad ligament including the uterine arteries—which are of 
considerable size in a bitch—were divided on one and then on both sides, and later 
the whole of the internal organs of generation were removed without any effort at 
hemostasis. In one case this operation was performed during pregnancy. One dog 
was killed because the wound became septic, the rest recovered in about a couple of 
days. In several cases the abdomen was reopened in order to find out the condition 
of affairs. As a rule the blood disappeared within a few days, a small clot only 
being found upon the stump of the uterus. In one case the uterine vessels were cut 
on both sides and next day the abdomen was reopened, but only from 1 to 3 drachms 
of bloody fluid were found in the abdomen. This fact makes one wonder if the 
hemorrhage was really so free as the author thinks. There were generally a few 
slight peritoneal adhesions. As a rule a small thrombus, which could not be easily 
dislodged even by forcible manipulations, was found in the cut ends of the uterine 
arteries. 

The result of these experiments convinces the author that intra-abdominal 
hemorrhage alone, is not sufficient to kill a patient in these cases. 


C. Nepean LoNnGRIDGE. 


Two Ruptured Tubal Pregnancies in the same patient within 
a year. 

McDonnett (Ai. J.). Australasian Med. Gazette, June, 1907, p. 287.—On May 12, 
1906, McDonnell operated on a woman, exsanguinated and speechless, with a pulse of 
140. He found a rupture of the right tube, which he removed. She made a good 
recovery. On March 12, 1907, she consulted him again, having had, three weeks 
previously, a sudden attack of severe pain in her left side, a similar attack a week 
afterwards, and a third attended by collapse a week later. On abdominal section on 
March 14, he found about half a pint of loose blood-clots in the pelvis and a large 
hematoma in the broad ligament; the left tube had ruptured into the abdomen as 
well as into the broad ligament. Recovery was uninterrupted. 


A Case of Tubal Abortion with Complete Detachment of the 
Feetus from the Placenta: commencing Lithopzdion. 

Exsrecut. Interstate Med. Journal, May, 1907, p. 458.—The patient was a 3-para 

of 31, whose last period was in January, 1906. Quickening was felt on June 15th, 

and on August Ist, she was seized with cramp-like pains in the back and lower part 

of the abdomen. The pain came on gradually but suddenly increased, and her 
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medical attendant was sent for and relieved the pain for a time, though it recurred 
in a lesser degree for another two days. There was no hemorrhage from the vagina, 
and foetal movements ceased from this time. She was admitted to hospital on August 
7th, when the uterus was found to be central with a large hard mass to the right and 
slightly posterior to it. As there was not thought to be any indication for immediate 
operation the patient was kept under observation till November 17th, when laparo- 
tomy was performed. The foetus was found in the region of the umbilicus partially 
enveloped in adherent omentum and showed no trace of any umbilical attachment to 
the placenta which occupied the outer third of the right tube. The foetus and right 
uterine appendages were removed, and at a later date the uterus was curetted “to 
insure removal of decidual membranes” but none were found. The foetus had the 
contortion of the extremities and the shape characteristic of a lithopedion, and some 
grayish-white spots were noted on the skull and elsewhere which looked like early 
calcareous formation. Unfortunately no proper investigation was made so that it is 
scarcely possible to speak of these with certainty; the photographs of the feetus, 
however, strongly suggest an early lithopedion, and if this is accepted it would seem 
that this formation may occur in a shorter period of time than is usually considered 
necessary. J.8.F. 
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REVIEWS OF RECENT BOOKS. 


A TExT-BOOK OF THE SCIENCE AND ART oF OsstETRICS. By Henry J. Garrigues, A.M., 
M.D. Second edition, thoroughly revised; 888 pages, with 525 illustrations. 
Large 8vo. Philadelphia and London: J. B. Lippincott Company, 1907. Price 
25s. net. 


In this second edition of Dr. Garrigues’s text-book a good deal has been done to bring 
the matter up to date. The book is got up attractively and the illustrations, many 
of which are new, are excellent. 

As regards the author’s own practice in what are more or less debatable points we 
note the following :—He has given up routine antepartum douching, and has prac- 
tically abandoned episiotomy, which is still frequently performed in some continental 
labour-wards. He has not used medullary cocainization and does not intend to do 
so. He packs the vagina in cases of placenta previa when he is called to the patient 
early in labour, but does not give his views as to the advisability of using this method 
of treatment in cases of accidental hemorrhage. He considers that Dihrssen’s deep 
cervical incisions can hardly be recommended. After discussing vaginal Cesarean 
section he concludes that “dilatation with Bossi’s and other dilators has given much 
better results and is available in general practice. Waginal Cesarean section should, 
therefore, be limited to cases in which the cervix is undilatable.” 

He “revokes nearly all that he has said in former years on the subject of killing 
extra-uterine foetuses by electricity.” In a case of symphyseotomy performed by the 
author there was separation of the ends of the pubic bones to the extent of 5 inches 
without injury to the pelvic joints. He considers that the safe and proper field for 
symphyseotomy with flat pelvis lies in cases where the conjugate is between 2} and 
84 inches. The former figures would seem to be very low when the head is of normal 
size. However the author adds that indications based on pelvic measurements are of 
much less value than one would think. 

He seems to think that the destructive action of the trophoblast is not responsible 
for early rupture of pregnant tubes. It is difficult to believe with the author that an 
ovum which has been embedded in the tube can be “thrust into the cavity of the 
uterus by peristaltic action.” In the diagnosis of tubal rupture or abortion the author 
says that scarlet blood may be drawn out from the abdominal cavity with a hypo- 
dermic syringe. In cases where the amount of bleeding is great this must be un- 
necessary, while in cases where there is not much bleeding and the diagnosis may be 
difficult the use of the syringe would be dangerous and might not be effective. 

The author’s treatment of ovarian tumours found during pregnancy differs from 
the English practice. He says: “It is better to postpone the operation (ovariotomy) 
until after the puerperium. There is no serious objection to tapping provided it is 
performed by a man prepared to do ovariotomy if untoward sequences should 
develop.” The results of ovariotomy performed during pregnancy are so good that it 
seems to be unwise to run the risk of untoward sequences developing. 

We welcome the statement that most cases of hyperemesis gravidarum are quite 
amenable to treatment and of short duration. 

In a book written for students there might well be rather more detailed explana- 
tion and guidance in some places. For example, in the treatment of eclampsia the 
author says “morphine may be given hypodermically, beginning with a grain and a 
half in one dose, repeated if after some hours a new attack follows.” A warning 
note as to the necessity of a careful watch for signs of heart failure and cedema of the 
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lungs would be useful. Again: “ When the after-birth has been removed the doctor 
should carefully inspect it and satisfy himself that nothing has been left behind.” 
The addition of some ten or twelve lines would have told him how to assure himself 
that nothing had been left behind. The student is told that decapitation is performed 
in an easy and safe way by means of Braun’s “ Schliisselhaken,” but is not told that 
unless he makes a small incision in the neck and inserts the hook subcutaneously he 
will have great difficulty in tearing through the skin. 

The author gives a useful practical hint, omitted in some text-books, that after 
deep asphyxia a child should be watched carefully for several days. 

In describing the methods of emptying the uterus after early abortions the author 
says: “ How much the cervix can be dilated depends of course on its size. A small 
uterus will only admit the curette. . . . At a very early stage a sharp curette may be 
used. . . . It is not possible to tell how much scraping should be done. . . . It is safe 
to scrape as long as anything comes off.” Surely artificial dilatation of the cervix 
and exploration with the finger, followed, if necessary, by the use of blunt ovum 
forceps is a safer method to teach to students. 

In the treatment of puerperal sepsis “Marmorek’s anti-streptococcic serum has been 
extensively used, but the mortality in its wake has been so enormous that the remedy 
seems to do positive harm. It has been condemned by the committee appointed by 
the American Gynecological Society to report on it. It is only a question whether 
the mortality which has followed its use was due to the serum or to the curettage that 
preceded the injection.” 

The author’s personal experience with hysterectomy for puerperal infection does 
not warrant him in recommending it, and it has been condemned by the above- 
mentioned committee. 

The remarks on the subject of midwives are of interest to Englishmen. “To re- 
cognize midwives and give them a legal standing would be to go back to the times 
when stone-cutters, oculists, bone-setters, herniotomists and other so-called specialists 
plied their trade under the eyes of the law.” To understand this we must read a 
little further, when we find that in 1900 in New York city there were only 11 births 
for every qualified medical practitioner, and in the whole of the United States the 
ratio was only 18 or 19 to 1. 

Dr. Garrigues introduces a new word, “deitis” as a synonym for vulvitis. We 
would point out that 7a didéva are not confined to the female sex. 

The few criticisms noted above, in a book containing 888 pages, do not detract 
from its value as a readable and trustworthy text-book. 


H.R. A. 
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